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Foreword 


The World Health Organization together with the Nordic countries, and 
in association with the United Nations Environment Programme 
(UNEP), organized the Third International Conference on Health Pro- 
motion, with the theme of Supportive Environments for Health, at 
Sundsvall, Sweden, in June 1991. This handbook is one outcome of the 
Sundsvall Conference, and has been prepared to assist all who are 
concerned with promoting healthy environments. 

The Sundsvall Statement, a forceful consensus among 318 partici- 
pants from 81 countries, urged the United Nations Conference on 
Environment and Development (UNCED), held in Brazil in 1992, to 
foster global action to protect environments that promote health. Fur- 
ther, a WHO Commission on Health and Environment prepared a 
report for UNCED highlighting health needs related to the environ- 
ment, spelling out objectives and suggesting activities to achieve them. 

The present handbook is intended not only to serve as a means to 
attain the goals set by the Sundsvall Conference but also to facilitate the 
activities enumerated in Agenda 21 of UNCED. 

The Sundsvall Handbook Committee took advantage of the varying 
and rich experiences that participants brought to the conference. In a 
series of workshops, participants discussed practical issues involved in 
creating supportive environments for health, in the sectors of education, 
food and nutrition, homes and neighbourhoods, work, transport, and 
social support and care. They identified approaches and methods for 
creating supportive environments and provided examples of their appli- 
cation in practice. 

Many of these examples are presented in this handbook. Also in- 
cluded are examples contained in the eight “briefing books” that were 
prepared as background documents for the conference. 

The handbook outlines briefly the theory and principles on which 
practice is based, describing the foundations on which action must be 
built. Readers are encouraged to choose what is applicable, to adapt 
what does not fit perfectly and to innovate where necessary. 

It is hoped that wide distribution of this handbook will stimulate 
discussion and promote effective action towards establishing supportive 
environments for health. 


Hiroshi Nakajima 
Director-General 
World Health Organization 
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Preface 


When the objectives for the Sundsvall conference were outlined, the 
idea of making a handbook was born. We had no doubt about the need 
for a book like this, although we consciously avoided looking too hard at 
the difficulties it might entail and refused to acknowledge that any 
serious problems might arise. The handbook was, to our minds, an 
excellent idea. 

From that day on a difficult process began, which was to last for 
several years. Fortunately at the beginning we knew nothing about the 
problems involved, many of which we had created ourselves by not 
always choosing the easiest way of getting things done. After all, why base 
a handbook on people describing their experiences when you can 
review articles in scientific journals and other literature instead? Why 
make a handbook international when it is probably simpler to base it on 
a single country or community? Why ask people from all over the world 
to travel to Sundsvall, a remote city in the northern hemisphere, to work 
intensively for one week? These are just a few of the questions one might 
ask. 

Our answer is that we wanted to make something authentic and we 
wanted to interest committed people in contributing to the develop- 
ment of health promotion by sharing their experiences in a straight- 
forward way. There already exist ways of meeting needs and solving 
problems. The fact is, however, that these have not been accessible to 
everyone. By telling other people about these true-life stories we hope we 
can improve the present situation. 


Bodolf Hareide 
Chair of the Handbook Editorial Committee 
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Note to readers 


The stories in this publication were submitted by delegates to the Third 
Conference on Health Promotion in Sundsvall, Sweden, who chose 
them as reflecting successful efforts towards creating supportive environ- 
ments for health. The choice of these particular stories is that of the 
Sundsvall delegates and not of the World Health Organization. Al- 
though the stories have been edited, they are retold here essentially as 
they were presented by the Sundsvall delegates and may not always give 
an entire and complete account of the events described. Individual 
contributors have vouched for the accuracy of each story. Any viewpoints 
expressed or implied in the stories are those of the Sundsvall delegates 
and not necessarily of WHO. 

Some of the stories are set in the former socialist countries of eastern 
Europe. Although major socioeconomic changes have taken place in 
these countries, the stories have been retained in this book as they are 
still considered valid models of what may be achieved. 
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Introduction 


The link between health and the physical environment has long been 
recognized, yet it has been inadequately addressed. Now, however, our 
old habit of ignoring pollution and waste no longer works. There is no 
longer any place to throw things away. Increasingly we realize there are 
social, cultural, economic and political aspects of the way the environ- 
ment affects our health. If the goal of health for all is to be attained, the 
total environment must be supportive of health development. Only an 
enlightened, healthy and involved community can make this happen. 

The focus of the Third International Conference on Health Promo- 
tion in Sundsvall was on action — long overdue — to improve public 
health by creating “supportive environments”. The goal of creating sup- 
portive environments for health has far-reaching implications for both 
individuals and institutions. Building alliances — across sectors, disci- 
plines, professions and organizations — is one of the key elements of 
health promotion and is a central political concern. 

Environmental conditions may represent a threat to health, as may 
behaviour and lifestyle. Medical research provides a basis for identifying 
health problems. But in order to define strategies for health promotion 
and learn more about the processes involved, contributions from the 
social sciences are necessary. 

One of the most important challenges is inequality. The contrasts 
between rich and poor countries, and even between regions within 
countries, are large. In some cases these contrasts are becoming more 
marked in terms of resources and health. 

By and large, the prerequisites for environmental protection and 
sustainable development are the same as for health — namely peace, 
education, food, income, a stable ecosystem, maintainable resources, a 
supportive social network, social justice and equity. To this list we should 
like to add participation. 

At the same time, the main threats to health and the environment 
are war and poverty. After these comes depletion of natural resources 
through exploitation and misuse. 

We bear a greater responsibility for the future of our planet and its 
people than any previous generation. We also know better than any 
previous generation how to fulfil that responsibility. The population 
issue relates directly to the link between the environment and public 
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health. Culturally acceptable family planning programmes and im- 
i hods are needed. In many societies, 

proved access to birth control met ar moo Mapeten, 
women are grossly disadvantaged and their skills and r — 
untapped. Education of women and girls should be urgently imp 4 

The world community is sometimes slow to act. People can usually 
influence their local situation more directly and more swiftly. Empower- 
ment of individuals, local authorities and other groups is crucial. Health 
is not only — perhaps not even primarily — the concern of doctors and 
nurses. Health is a question of influence, power and resources. s 

Change will not come easily. Advocating community participation 
means starting a process of decentralization. Such a process is a funda- 
mental challenge to the concentration of political and economic power 
in the hands of small elites. The Sundsvall conference highlighted such 
community efforts for health. Many are documented in the following 
pages as examples of how communities the world over have identified 
health needs and then taken action. 


Supportive environments 


What does it take for a plant to grow, an egg to hatch, a human being or 
a community to thrive? Obviously, it takes different things. But whatever 
those things are, they make up the supportive environment. The plant 
needs nutrients, water, light and the right air temperature; the egg 
requires a nest and warmth; a baby must have food, shelter, guidance, 
care and love. What is being supported in all these cases is nothing less 
than life itself. 

The concept of supportive environments emerged from the First 
International Conference on Health Promotion in Ottawa, Canada, in 
1986, and was examined in more detail at the Sundsvall Conference in 
1991. This handbook is a compilation of stories told by the 350 confer- 
ence participants from 81 countries. The stories offer examples of ways 
to bring about change for a healthier environment. It is hoped they will 


enhance communication and above all inspire readers to take innovative 
action. 


A toolbox for change 


To use an analogy, this handbook can be seen as a toolbox for creating 
MENE environments for health, The stories are the tools for bring- 
ing about change and creating advocacy for supportive environments at 
local, national and international levels. Some changes may be slow and 
come 1n stages, brought about peacefully through established channels. 
Other changes may be sudden, requiring painful confrontation and 
dramatic shifts in values and resources. In every community and every 
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life there is room for improvement. Some things must be transformed or 
abandoned in order to build a healthy environment. 

The users of this handbook are likely to include health workers at 
all levels, policy-makers, decision-makers and technical staff in health 
agencies and in other sectors. Progress depends on improving the train- 
ing of health and development workers and managers through public 
and private agencies. The handbook can be used in this training and as 
a resource for practitioners. Women’s skills and knowledge are particu- 
larly important in building bridges between different sectors of society in 
order to solve practical problems. 


More encyclopaedia than novel 


This three-part handbook is more of an encyclopaedia than a novel. It 
can be read from beginning to end, but readers will probably prefer to 
consult it to obtain specific information. 

Part 1, “Strategies that work”, outlines the basic framework of sup- 
portive environments and introduces the health promotion strategy 
analysis model (HELPSAM) with strategies for analysing, describing and 
understanding problems in the environment. This part will probably be 
most useful for decision-makers at various levels. Readers who work in an 
organization or agency may wish, for example, to use the chart to 
identify weak links in strategies, or areas that need to be strengthened or 
improved. 

Part 2, “Settings, voices and experiences’, contains the stories. Chap- 
ter headings reflect the topics used as focal points by the working groups 
at the Sundsvall conference — education, food, homes and neighbour- 
hoods, work, transport and energy, and social support and care. 

Part 3, “Steps for action”, combines and develops elements from 
Parts 1 and 2. It indicates action to create, by stages, supportive environ- 
ments for health. Health planners may wish to read this part first. 


Three new models 


The handbook presents three complementary models that represent 
improvements on earlier theoretical constructs, specially designed and 
adapted to the issues at hand. The first model, the “health promotion 
strategy analysis” model (HELPSAM, page 22) is an instrumental model 
for analysing health problems and working out solutions. 

The second model, the “Sundsvall pyramid of supportive environ- 
ments”, (page 31) is a conceptual aid, a guide to understanding. It 
provides a way of contextualizing or relating the six conference topics to 
each other. 

The third model, the “supportive environments action” model 
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(SESAME, page 171), illustrates a logical universal sequence of actions 
that takes place in many areas of human activity. It is an action-oriented 


model. 


Using the handbook 


This book may be used in a variety of settings — at work, in the home, 
at school, by trade unions, organizations, corporations and political 
bodies — locally, regionally, nationally and globally. Readers are invited 
to adapt the ideas in this book to their needs and to write to the authors, 
using the form on pages 177-182, so that the Sundsvall handbook may 
become a living forum for health promotion worldwide. 

Policy-makers and decision-makers will find that the handbook pro- 
vides a common understanding of the benefits of implementing action 
for supportive environments for health. 

Practitioners, teachers, health educators, community workers and 
activists will find that the handbook gives support, supplies ideas for 
elaboration or adaptation according to need, and provides a structure 
for analysing efforts. 

A major aim of this handbook is to help those involved-in health and 
environmental work to find out what others are doing. It may be seen as 
a means of continuing education, a chance to update knowledge and 
sharpen skills. 

Action to create supportive environments for health will require 
changes in social structures, conditions, behaviour, lifestyle and environ- 
ment. For those who feel strongly about the need for change, this book 
is for you. 


PART 1 


Strategies that work 


ee ee 


CHAPTER 1 
Creating favourable conditions for health 


Many elements contribute to building supportive environments for 
health. Some common conditions will be necessary, such as: 


— peace and security in the country or region; 

— participative exercise of power, with emphasis on human rights; 

— satisfactory living conditions; 

— decentralized decision-making involving public participation / 
empowerment; 

— no sectors of the population living in extreme poverty; 

— balance between population growth and resources; 

— access to clean water, fresh air, wholesome food and energy; 

— social/economic equity and justice between and within countries, 
particularly for the under-represented (e.g. women, children, 
elderly and disabled people, ethnic minorities) ; 

— equitable access to land and ecologically safe materials and 
technologies; 

— equitable access to health and social services; 

— meaningful psychosocial conditions. 


Health cannot be seen in a vacuum; it is determined to a great extent 
by environmental conditions. Environments are not just the visible struc- 
tures and services surrounding us but have spiritual, social, cultural, 
economic, political and ideological dimensions as well. Furthermore, all 
the different facets of life are interwoven and inseparable. Influencing 
one will bring about changes in others, for better or for worse. Yet if 
healthy social development is to be maintained (not just promised dur- 
ing an electoral campaign or facilitated by time-limited foreign aid 
programmes), the environment must be targeted for change. This 1s 
what is known as sustainable development, a term introduced in the so- 
called Brundtland report in 1987.! 


| World Commission on Environment and Development. Our common future. Oxford, 
Oxford University Press, 1987. 


CHAPTER’ 2 


Obstacles to achieving supportive 
environments 


Unfortunately, many forces work against improved health. Some are 
general obstacles such as lack of political awareness and understanding. 
Others are specific to a particular issue. Participants at the Sundsvall 
conference listed some of the obstacles to achieving supportive environ- 
ments for health. They are presented here according to the topic areas 
dealt with at the conference. 


In 


lh 


— 


education the obstacles include: 


a vicious circle of poverty, lack of education and poor health; 
discrimination in educational systems, particularly against 
women; 

education that is used as a means of control (e.g. through pre- 
scriptive political, missionary and medical models); 

slow adaptation to new educational methods; 

inadequate teacher training in health and environmental con- 
cerns, plus lack of good teaching/learning materials. 


homes and neighbourhoods the obstacles include: 


segregation of socioeconomic and ethnic groups; 

lack of intersectoral cooperation; 

lack of planning for human settlements: 

lack of land ownership; 

poverty and indebtedness: 

uncritical imitation by developing countries of methods from 
industrialized countries: 


unwillingness to clear slums and provide better accommodation. 


food and nutrition the obstacles include: 


lack of safe and good quality foods in countries experiencing 
social, political and economic change; 
. . . 7 a . ~ > 
socioeconomic differences in food consumption patterns, de- 
erea T a e a. Nn ae l 
cana Sandards of living and micreasing poverty leading to 
strong disparities in health both between and within countries; 
INappropriz ood handli ; l 
Hp priate food handling, food shortages, loss of genetic 
variety, pesticide use, soil erosion, water and food pollution, 
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loss of rich farm land, desertification, over-exploitation, and 
overproduction; 


— unhealthy eating and drinking habits promoted by industry and 


advertising. 


Much of the food production in developing countries, particularly in 
Africa, is dictated by external forces. Land is converted to production of 
cash crops for export in order to obtain currency to repay debts. 


In 


In 


work the obstacles include: 


discrimination against women and exploitation of women’s 
labour; 

low wages; 

ignorance of workers’ rights; 

exposure to toxic substances; 

lack of legal controls and support, 

unplanned approach to technological change (environmentally 
hazardous workplaces, communities subjected to environmental 
hazards, and lack of alternative employment when jobs are lost 
due to mechanization or computerization); 

dehumanizing work cultures. 


transport the obstacles include: 


overuse of private as opposed to public transport, leading to 
greater use of fuel, more congestion, accidents and pollution; 
inefficiencies; 

unavailability of alternative ecological technologies that prevent 
or reduce pollution; 

resistance of industry to the development of safer fuels and 
engines; 

transportation systems that are discriminatory against women, the 
poor, the disabled and the aged; 

unwillingness to introduce and obey safety regulations due to 
notions of personal freedom. 


social support and care the obstacles include: 


lack of political stability and personal security; 

poor economic growth and development; 

absence of equity and social justice; 

lack of basic resources such as food and shelter, and lack of 
education and training; 

oppression of women, including excessive societal demands; 
lack of skills for self-care and self-management, 

differences between the priorities of providers and the needs of 


communities; 
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— lack of recognition of the family as a primary source of social 


support; 
— lack of skills and an unwillingness to communicate and collabo- 


rate between different sectors of society. 
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CHAPTER 3 
Learning from experience 


This section contains a selection of stories, arranged under seven head- 
ings: policy development, regulation, reorientation of organizations, 
advocacy, building alliances/creating awareness, enabling, and mobiliz- 
ing/empowering. These headings represent strategies for change. If, for 
example, there is a health problem in a community as a result of pol- 
luted drinking-water, the necessary action of cleaning up the water or 
getting people to stop drinking it can be tackled in one or several ways, 
using different strategies. 

In this example, one may wish to develop a “clean water” policy 
(policy development), take legal action (regulation), transform a wild- 
life protection society to include human health issues (reorienting or- 
ganizations), call for change via the authorities, politicians or the media 
(advocacy), persuade appropriate ministries to cooperate (building alli- 
ances), help supply safe drinking-water (enabling), or organize residents 
to fence off the area, educate the people, or facilitate these and other 
possible measures (mobilizing / empowering). 

In real life, of course, examples of change aimed at creating support- 
ive environments for health typically involve a combination of several 
strategies. For the sake of clarity each of the following examples is listed 
under a main strategy heading. The stories have been chosen as illustra- 
tions of various strategies. It is hoped they will give the reader ideas for 
implementing needed change. 

The seven types of strategy have not been arbitrarily imposed on the 
stories but have been derived from these stories and from other real-life 
examples of working for change. People’s experiences have been com- 
piled and distilled, yielding the same strikingly common basic features. 
The stories are followed, in Chapter 4, by a model for analysing a 
community health problem and deciding which of the seven strategies to 


use, and how. 


Policy development 
Story 1 ™ Food security is making your own food 


In Nigeria, a nutrition committee was set up by the Federal Ministry of 
Science and Technology to find ways of safeguarding access to food, 
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especially through production. Rather than meon a 
to grow wheat, which is not a “common man's food”, the igerian 
committee felt that efforts should be made to increase production of 
indigenous crops. The Committee is now working closely with UNICEF, 
WHO and the World Bank to compile reliable data on the situation 
regarding food and malnutrition and to work out strategies for effective 
and sustainable solutions. Ja 

Maintaining a basic capability for food production is an Important 
policy goal, though not equally practicable for all countries. Another 
approach to the goal of food security is the development of arrange- 
ments for regional cooperation. The importance of maintaining some 
breadth of agricultural base for domestic consumption should be recog- 
nized as a valid policy goal in industrialized countries as well. 


Story 2 WE Norwegian food policy changes eating habits 


In 1976 Norway became the first European country to introduce legisla- 
tion on a food and nutrition policy. The policy seeks to encourage a 
healthy diet, increase national self-sufficiency in food, strengthen the 
rural economy and help to stabilize the world food supply. The two 
implementing bodies are the Interministerial Coordinating Committee 
and the National Nutrition Council. The strategy includes measures in 
eight areas: agriculture and fishery policy, price policy, industrial 
processing, trade and food marketing, nutrition education and informa- 
tion, legislation, research, and health policy. Since the introduction of 
the policy the consumption of cereals, vegetables, fruits, and low-fat 
dairy products, cheese and meat has increased. There has been a reduc- 
tion in the intake of margarine, butter and standard milk. It is believed 
that the nutrition and food policy has contributed to this development. 
An encouraging aspect of the Norwegian food policy is that the powerful 
agricultural sector has recognized some of the concerns of the health 


sector and an institutional framework now exists to deal with these 
concerns. 


Story 3 E Large public health gains from tobacco tax 


In California, USA, almost 30% of the population use tobacco. In 1987 
there was pressure to increase the tax on tobacco and use the money for 
health promotion but the elected representatives were influenced by 
tobacco interests and would not act. Pressure groups were formed by 
voluntary health organizations and medical, public health and environ- 
mental agencies, which lobbied for a referendum. The referendum 
resulted in a 60:40 vote to increase tax on tobacco by as much as 25 cents 
on each pack of cigarettes. As of 1990 this increase had amounted to 
US$600 million a year. This is money that can be used for medical, 
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hospital and research purposes. One-fifth of the money — i.e. about 
US$120 million — is used for tobacco control projects in schools, health 
departments and community agencies. In California, tobacco use has 
decreased much faster than in the USA as a whole. Population surveys 
show that even smokers favour higher tax increases. 


Regulation 
Story 4 W State and business unite behind healthier food laws 


Canada has adopted new regulations on nutrition. The aim is to help 
Canadians make healthy food choices. The recommendations are based 
on studies involving scientific and community bodies as well as on other 
work in which all relevant sectors and organizations participated. A 
major element of the new guidelines is the recommendation to produce 
and use low-fat products in all sectors. The prospects of implementation 
are promising since those responsible for production and sales have 
been involved in negotiations to change products along these lines. This 
is an example of a multisectoral and multilevel process with a positive 
outcome. 


Story 5 W Hard-hitting anti-smoking campaign shows progress 


A survey in Mauritius revealed a high frequency of noncommunicable 
diseases. This raised concerns about passive smoking and a campaign 
was launched in 1988 to combat this phenomenon. The aim was to 
reduce pollution from smoking in buses, homes and public buildings. 
The aggressive campaign involved educational elements, police checks 
in buses and legislation that prohibited smoking in indoor environments 
such as hospital wards, libraries and gymnasiums. Various professional 
groups were involved, among them public health inspectors, nurses, 
police and nongovernmental organizations (NGOs). Task forces on 
smoking were created. A number of approaches were employed, includ- 
ing videos and stickers. Practically all buses are now free of cigarette 
smoke and smoking has also decreased in homes. 


Story 6 W Can workers regain control and improve health? 


In Italy after 1945, industrial production increased, but so unfortunately 
did accidents and occupational diseases. The health-related work of the 
trade unions was mainly concerned with ensuring that workers had 
access to medical treatment, and negotiations focused on making sure 
that workers with risky jobs received extra pay. At the end of the 1960s, 
the unions and left-wing political parties launched a campaign that 
involved a national inquiry into health and safety at work. For the first 
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time, the workers became “judges of their own health”, and 
opinion was accepted as a valid component of scientific a 
Popular sentiment, including strikes and A e 
pressure to bear on industry, government and parliament. The ac ee 
involved the employees and their organizations, local and regiona 
administrations, the parliament, students and some parts of the medical 
profession. The results were dramatic: working conditions in industry 
improved, and there was a thrust towards innovation, sumulating the 
development of new technologies. The movement contributed to the 
creation of a national health service and to increased worker control 
over the workplace. New rights, such as the right to information, were 
recognized and the power of the workers was generally strengthened. 
However, for political reasons, the whole movement encountered diffi- 
culties in the late 1970s. The trade unions no longer stood united, and 
the attitude of the workers changed. In spite of further economic 
progress, developments in health and safety have been less favourable 
since 1980 and the number of accidents has begun to rise again. 


Reorienting organizations 
Story 7 M From health care to health promotion 


International NGOs are increasingly moving away from top-down aid 
projects and are aiming more for sustainability, prevention and commu- 
nity participation, often in small-scale projects. 

During the 1970s and 1980s, the health care programme of Save The 
Children in developing countries was geared to supporting the establish- 
ment of mother and child health care centres along the lines of similar 
centres in developed countries. This was thought to be the best way of 
reducing maternal and infant mortality, and was certainly extremely 
important for a great many people. But such programmes failed to reach 
the poorest women and children. When the time came for the host 
country to take over the activities, costs and quality demands were often 
too high for the transition to work smoothly. The new approach to 
health aid builds on people's participation, and shows much better 
chances of reaching the poor and dispossessed, and particularly 
children. 

Save The Children recognizes that developing the health care system 
in developing countries is vital but considers that this is a task for large 
organizations such as the United Nations and national governments. 


Story 8 E Future-oriented technology makes sustainable profits 


Established in 1989 and based in Switzerland, a global business network, 
including the heads of 50 international companies, aims to develop 
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sustainable technology. The business network includes several large en- 
terprises offering advanced solutions for control of pollution and indus- 
trial emissions, another providing equipment for metering, regulation 
and measurement of energy, and one manufacturing cameras, micro- 
scopes and equipment for surveying land and assessing deforestation. 
These enterprises seek to demonstrate to industry that current models of 
development are impractical from both environmental and economic 
perspectives. The only viable option is sustainable development which 
combines growth and environmental protection. In straightforward 
business terms, this means generating maximum income from a given 
stock of assets without depleting the capital base. 

From a business angle, the fundamental problem lies in the fact that 
most market prices for energy and raw materials reflect only their direct 
cost — or even less if they are subsidized. Prices reflect neither the 
ecological cost in terms of damage to the environment, nor the cost of 
depletion of natural capital when a non-renewable resource is being 
used. The business network says, “The real question is not “Who is going 
to pay for sustainable development?’ That would reflect the old, defen- 
sive attitude to environmental protection. The real question is “How can 
business fully integrate the value of the environment into its operations 
and thereby conserve the natural world for future generations?’ ” 

The network of business leaders aims to support industry in adapting 
to the concept of sustainable development. A prerequisite for action is 
that governments develop a legal framework which gives financial incen- 
tives to sustainable industrial activity. The principal adviser on business 
and industry to the secretary-general of the Brazil "92 conference on 
sustainable development says: “Adopting a market-based approach will 
not be easy. Many companies and some entire sectors will be made 
redundant by charging the full environmental price of goods and ser- 
vices. But a market-based approach will also ensure that new, innovative 
companies and industries which meet the criteria can grow. It’s our 
obligation in the richer part of the world to create a new vision of global 


solidarity.” 


Story 9 m Equal pay and a say for women in a Swedish garment 
industry 


In the Swedish textile industry, women make up 75% of the workforce. 
Women are often paid according to what they produce while men are 
paid standard wages, which are higher. Of the men, 83% worked full- 
time in 1989 compared with 67% of women. Of the women, 93.7% said 
they worked part-time because of injuries or fatigue. Dust, noise, chemi- 
cal substances and working conditions cause considerable health prob- 
lems. Musculoskeletal injuries are caused by monotonous work and 
stress, yet women have little say about their working conditions. 
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The pace of work has increased as well. Today, despite technological 
advances, a sewing machine operator must sew on 53 collars to earn the 
same amount of money as she or he did sewing 41 collars 20 years ago. 

At a garment factory in south-west Sweden, each of the 17 female 
machinists sews whole garments (which is unusual in the textile indus- 
try) and every employee checks all stages of production. If ọne woman is 
absent, another can replace her without any trouble. There are no office 
personnel or managers. Instead there are three work teams which take 
care of all the work from order to delivery. The employees also receive 
a bonus based on the profit. All decisions about production are made by 
the whole group. 

All the sewing machine operators receive exactly the same salary 
regardless of their age or professional skill. The machinists themselves 
have fought for that principle through their trade union. Hiring new 
employees has not been a problem. The staff has almost doubled, no one 
has left the company and the last time two vacancies were advertised 
there were 100 applicants. ; 

The machinists have flexible working hours between 06:20 and 16:30. 
The employees fill out their work record cards themselyes. There is no 
automated clock to record arrivals and departures. 

Of course some of the women still suffer from occupational in- 
juries. They are on part-time sick leave, and some go for occupational 
therapy. But the new working style has not seemed to cause any new 
injuries. The occupational health services are impressed with the com- 
pany and have helped organize the new working arrangement. 


Advocacy 
Story 10 Œ Loans for the poor 


In the rural communities of India, economic activity has been tradition- 
ally based on established financial institutions. The poor person wanting 
to borrow money has been at the mercy of the vested interests of the 
financially powerful. Now banks and insurance companies have been 
directed by the Soverment to reorient their lending policies to people’s 
needs. Creditworthiness is to be determined by the needs of the persons 
requesting loans and their ability to make their activities (e.g. animal 
husbandry, milk production) profitable. The bank provides capital and 


even assists 1n selling products. There is also an educational component 
involved in getting the loan. 


Story 11 Œ Disaster victims helped by state—volunteer collaboration 


In Canada, Organizations have been formed to help people in disaster 
situations, such as when a tornado strikes. The organizations provide 
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information, help with housing, insurance and emotional support. 
Multilevel government services and volunteers cooperate under the 
same roof. Community meetings are held for planning and problem- 
solving. Emotional counselling is provided for families and one group 
has been formed to help children. 


Building alliances and creating awareness 
Story 12 Œ Schoolchildren popularize health 


In Indonesia, health education is part of school health services. An 
important element of this is the “Little Doctor Programme” which has 
the personal support of the President. The programme uses the students 
themselves as role models and motivators for change to promote better 
health in the school, home and community. Children from grades 4 to 
6 are selected by teachers to serve as “little doctors” according to their 
leadership potential, willingness to help others and observance of good 
personal hygiene. 

The little doctors are expected to set a good example by following a 
healthy lifestyle, observing good personal hygiene and avoiding behav- 
iour that involves health risks. They are expected to participate actively in 
improving environmental conditions (rubbish disposal, protecting safe 
water sources and food storage, keeping rooms clean), communicating 
health messages (on preventing diarrhoea, immunization, mosquito con- 
trol and so on), monitoring personal hygiene (growth, eyesight, oral 
health, scar survey/BCG) and illness (such as infections), informing 
teachers about children in need of attention, providing simple treatment 
(including first aid) referring cases, maintaining a health log book/ diary, 
writing personal reports, and presenting health facts using graphics. 

The little doctors are given initial training which includes 20 hours of 
lessons in which problem-solving and active participation are encour- 
aged. The training is evaluated through tests, essays, skill assessment, 
role-play and group discussions. The work of the little doctors is moni- 
tored and their impact on the school and community is observed. 

Ten years after the pilot project, this programme had spread 
throughout the country. Schools with little doctor programmes show 
improvements in sanitation, personal hygiene and in the health aware- 
ness of parents. Reports from various provinces show that the little 
doctors have helped get rid of man-made mosquito breeding places in 
their communities. Similar programmes have been reviewed in more 
than 70 countries. 


Story 13 W People solve their own problems 


In Conchali, a poor community in Santiago, Chile, health workers 
started a programme together with local residents. They made a “com- 
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munity diagnosis” to define the community's main problems — such as 
childhood diarrhoea, intestinal and parasitic diseases, socioeconomic 
problems, disposal of sewage and garbage, and lack of drinking-water in 
homes. The leaders of eight local communities worked with the author- 
ities, residents and health workers to draw up a list of priority activities 
and a time frame for carrying them out. During the first year, a trans- 
portation system was organized. The next year a local police station was 
established and youth and women’s organizations were created. Before 
the fifth year drinking-water was made available to homes in the commu- 
nity. The lesson is that when a community defines its own problems it 
promotes change in both attitudes and environment. 


Story 14 M@ Scientific farmers reap bigger harvests 


Because of many problems, Uganda has insufficient food and wide- 
spread malnutrition. A large proportion of the population is landless, 
food storage practices are unreliable, and the distribution network is 
rudimentary. Poor transport and political problems often prevent food 
reaching the market. Food risks being contaminated at various stages 
from production to use. Preparation of the food is based on traditional 
methods that at times are not very hygienic. 

The key to solving these problems was a partnership approach, both 
between government agencies and between the government and the 
farmers. The interrelated problems had to be addressed in stages. A 
project was established to improve food production through a “food 
early warning” system. Members of an interministerial planning group 
met every 10 days to process field data and disseminate information to 
farmers, decision-makers and policy-makers. The multidisciplinary work- 
ing group comprised all departments in the Ministries of Agriculture, 
Natural Resources and Environment, Information and Broadcasting. 
Farmers adopted the advice in the bulletins and politicians planned 
purchasing of food for areas where crops had failed. Daily weather 
forecasts and warnings were issued to help farmers plan their daily 
activities. A pilot project is under way to compare yields from farms that 
are near each other but where one is run ina traditional way and one in 
a scientific way. Results from studies in other countries indicate that 
application of scientific information and methods leads to increased 
quantity and quality of yields. This programme was possible mainly due 
to donor support . However, a scheme for charging users is expected to 
be introduced in the future. 


Story 15 Œ Local skills harnessed to tackle housing and 
environmental problems 


In the city of Glasgow, United Kingdom, insufficient investment in state- 
subsidized housing was a serious problem. With high unemployment, 
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there was an opportunity to work with communities to resolve housing 
and environmental problems. The Glasgow City Council and an NGO 
formed a voluntary organization called “Heatwise’”. Heatwise employed 
local people to work on energy conservation projects. This initiative 
was later expanded to create an organization called “Landwise” which 
tackled the local physical environment. Training modules were devel- 
oped so that colleges could train local unemployed people to work with 
their communities on conservation and environmental protection. 
Funding came from the European Union social fund, the private sector 
and local government. 


Enabling 
Story 16 W Youth farm project 


The aim of this programme in Germany was to give children and young 
people the opportunity to develop a sense of responsibility. Huchting 1s 
a district of the city of Bremen with growing rates of unemployment, 
single parents and people living on social welfare. Because of the high 
amount of state-subsidized housing, the area attracts families at the 
bottom of the social ladder, including many immigrants. The immediate 
impetus for this project came from repeated violent clashes between 
neo-Nazis and the children of immigrants. A local conference was set up 
with the involvement of young people, adult residents of Huchting, 
churches, politicians, various organizations, teachers, the drug preven- 
tion authority, and social welfare departments of the State of Bremen. 
Intensive discussions led to the establishment of an integrated commu- 
nity-oriented project for children and young people — the city farm of 
Huchting. A place was created for children and young people to develop 
their creativity in a natural environment. The young people who were 
involved in this project had a chance to learn how to look after animals, 
do gardening, build houses and barns, hold dances and put on music 
shows. Politicians were, however, difficult to convince that this was a 
worthwhile investment in the future of children. 


Story 17 Œ Music movement empowers marginalized people 


In Norway, the father of a mentally handicapped child has developed a 
method for teaching music in a simple way. He has trained groups 
of mentally handicapped young people with extraordinarily good re- 
sults. These groups — or orchestras or choirs — have performed on 
Norwegian television and at concerts around the country. Similar musi- 
cal groups have been formed throughout Norway and elsewhere too. 
This movement illustrates how supportive environments can lead to 
confidence, self-respect, respect from others and to health and a better 


life. 
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Sweden also has a musical group of mentally handicapped people. 
This initiative has empowered marginalized people and improved their 
quality of life. The biggest handicap for the disabled is often the fact that 
the community thinks they are unable to do things. In Sweden, as 
elsewhere, music, theatre, art, dance and other so-called expressive art 
therapies” are successfully used in treating psychiatric disorders and 


emotional distress. 


Story 18 E Empowerment dispels humiliation 


In a small poor mountain village in Guatemala the children were mal- 
nourished. There was a nutrition centre nearby but parents did not use 
it. The basic problem was found to be that the parents felt humiliated by 
not being able to take care of their own children. This all changed in 
connection with the opening of a nursery school. In this project, families 
became partners in a building project that was to benefit all the children 
of the village. In this context, parents helped to construct the school 
and accepted food support for their children in return. Malnutrition 
decreased and in addition the rate of immunization in the village 
increased. 


Mobilizing and empowering 
Story 19 E Community involvement in an aid programme 


A community development programme in Kenya had the aim of em- 
powering the people of a number of villages. The programme was 
supported by the Swedish International Development Agency (SIDA) 
and run by the Ministry of Health and Chagonia hospital. The people of 
the local communities were involved, with young men and women as 
volunteers. A programme of adult education was intensified, with local 
dialects being used to ensure better communication. Transportation 
services were improved with the building of new roads. New eating habits 
were established as people learned to boil drinking-water and eat a 
balanced diet. One community started to grow millet for sale to other 
villages as a source of income. Efforts are needed to keep these positive 
trends going. 


Story 20 @ An injury to one is an injury to all 


In Zimbabwe, many people have no access to adequate housing, trans- 
portation and other basics. Zimbabwean workers suffer from a combina- 
tion of “diseases of poverty” and work-related injury and illness, of which 
only acute traumatic injury is recognized as being work-related. Because 
of a lack of effective monitoring of work environments and workers’ 
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health, many problems are not formally detected. Injury reports are 
made by employers only, resulting in many injuries being attributed to 
“careless” workers. 

Traditionally trade unions have been preoccupied with wage claims 
and grievances over employment, generally leaving the issue of work- 
related health to the under-resourced public sector or to individual 
workers. Awareness of the need for union action on behalf of workers’ 
health has however increased. 

According to survey results, most union leaders do not feel that their 
programmes and collective bargaining agreements adequately protect 
workers’ health. They indicate that workers are not aware of their exist- 
ing legal rights to healthy working conditions and lack the information 
and knowledge to extend these rights. There is a new concern for 
workers’ health within the Zimbabwe Congress of Trade Unions 
(ZCTU). In September 1990 the ZCTU adopted a health policy that 
endorsed a nine-point programme of rights aimed at improving occupa- 
tional health. 

The development of expertise in the unions enables health issues 
to be dealt with, from the shopfloor to the national level, as an integral 
part of broader trade union issues. For example, the human 
immunodeficiency virus (HIV) and the acquired immunodeficiency 
syndrome (AIDS) have been identified as important issues for workers, 
given that an estimated one in five urban workers in Zimbabwe is in- 
fected with HIV and given the potential for discrimination against HIV- 
infected workers in terms of employment and access to benefits. Other 
union-based research activities are aimed at identifying more clearly the 
causes of ill-health in the work environment. 

It is still too early to determine the real impact of these developments 
on workers’ health. The most important gain at this stage has been in 
building knowledge, capacity, collective discussion and shared experi- 
ence. The first steps have been taken in the process of turning the slogan 
“An injury to one is an injury to all!” into a programme for action. The 
trade unions are becoming forceful agents for change in the health of 
the workforce. 
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CHAPTER 4 


The health promotion 
strategy analysis model 


The health promotion strategy analysis model (HELPSAM) is a summary 
chart showing the strategic elements of the stories in this book. The 
chart can be used as a reference guide to the strategies described in the 
stories in Part 2, and as a tool for analysing problems and for determin- 
ing how to work towards change. 

The model (Fig. 1) lists the seven strategies derived from the 
Sundsvall stories and other accounts of change — namely policy devel- 
opment, regulation, reorienting organizations, advocacy, building al- 
liances/creating awareness, enabling and mobilizing/empowering. All 
these strategies can be implemented at international, national, regional 
or local levels. 

The columns in the chart allow information to be recorded on how 
to achieve changes (approaches), who to involve (actors), for whom the 
change is intended (target groups), where the changes must take place 
(levels/arena), which means to use (procedures and tools), and what 
will be the results (expected outcomes). 

Based on the experiences presented by participants at the Sundsvall 
conference, the health promotion strategy analysis model is a way of 
analysing strategies for creating supportive environments for health. Its 
distinguishing feature is that it is based on actual experience. Other 
approaches to strategies are found in the charter of the First Interna- 
tional Conference on Health Promotion in Ottawa in 1986,' in the 
document Call for action: promoting health in developing countries of WHO,2 
and in the final Sundsvall statement (see Annex 3). 

The HELPSAM approach to strategies has certain advantages. 
Among other things, the HELPSAM approach: 


— stimulates intersectoral thinking, which is vital if problems affect- 


Ing Many sectors of society are to be addressed and successfully 
resolved; 


Ottawa Charter for Health Promotion. Health promotion, 1986, 1:iii—v. 

* Call for action: promoting health in developing countries. Summary report of the Working Group on 
Health Promotion in Developing Countries, Geneva, 9-13 October 1990, Geneva, World Health 
Organization, 1990 (unpublished document WHO/HEP/90.1; available on request 


from Division of Health Promotion, Education and Communication, World Health 
Organization, 121] Geneva 27, Switzerland). 
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Fig. 1. The health promotion strategy analysis model 


— defines the roles of the actors in specific areas; 

— pinpoints weak links in the system, serving as a trouble-shooting 
tool for identifying priorities for remedial action; 

— generates new knowledge by examining the strategy from varied 
perspectives; 

— highlights common structural and systemic patterns and weak- 
nesses by transcending sectoral or disciplinary boundaries. 


Seven strategies for creating supportive environments for health 


Policy development 


Policy development depends on the aims of government or policy- 
makers and is based on specific political and moral values. A concerned 
social health policy is a means to improve public health and reduce 
inequities in the health status of individuals and groups that are differen- 
tiated by class, economic status, race and other factors. Health- 
supportive public policies indicate the directions for actions, explain the 
reasons for such actions, and ensure allocation of resources so that 
actions can be carried out. l 
Today it is generally accepted that improvements in living standards 
have done more to prevent disease and early death than have improve- 
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ments in treatment and diagnosis. It would be wrong to undervalue the 
clinical services provided by the health care system, but it is also impor- 
tant to take a larger view of the development of public health and the 
factors that determine people’s health. | 

Policy development initiated by people at grass-roots level is not often 
seen in developing countries. However, small communities have been 
known to move governments to support actions that meet their needs. 


Regulation 


Health regulation encompasses laws and norms affecting public health. 
By establishing standards (such as industrial emission levels) and by 
protecting the rights of weak groups (such as through sanctions against 
child abuse), laws can play a normative role in a society. Laws alone 
cannot bring about wide-ranging and lasting changes in behaviour. 
However, when combined with health education, and where a large 
segment of society is ready for change, laws may indeed have a decisive 
impact. 


Reorienting organizations 


Initiatives for improving public health often emanate from a few con- 
cerned individuals or organizations. Sometimes, the initiatives receive 
more general support among the population and develop through a 
range of activities. This may involve reorienting the structure and ser- 
vices provided by the initiating organizations. People may feel a need to 
institutionalize the activities in order to make them more accessible or 
affordable to all. In some cases it is appropriate to institutionalize ser- 
vices that have grown out of successful initiatives in response to general 
needs. The development of maternal and child health care in some 
countries reflects this trend. In other cases, however, institutionalizing 
an activity may stifle the energy and dynamics of the initiative. 


Advocacy 


Change is usually preceded by advocacy for improved health. Advocacy 
can take many forms. It may be advocacy for policies, both within the 
field of health and in other sectors, that respond to health needs and 
encourage positive action for health. Advocacy may also generate public 
Interest in health, encourage allocation of appropriate resources for 
health and ensure that health is viewed as an economic and political 
asset. Advocacy may relate to health systems, urging them to be respon- 
sive to the needs and aspirations of the population. And advocacy may 
aim at the creation of supportive environments and facilities that make 
health choices easier for people. Advocacy may emanate from the grass- 
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roots level or from the top echelon of an organization. The mass media 
can also advocate and support health action. Sometimes advocacy has an 
element of risk, in that it may involve challenging vested interests and 
existing power structures. 


Alliances/awareness 


After identifying a health problem or its solution, a crucial next step is to 
create awareness among the population, through information, edu- 
cation and communication. In almost all societies, it 1s the authorities 
who are mainly responsible for disseminating health-related information 
— on, for instance, substance abuse, traffic safety, food handling and so 
on. However, it is also crucial to forge alliances with the many other 
groups involved — such as business, NGOs or the mass media. Large- 
scale information campaigns are often employed to get a particular 
message across. However, experienced health educators are sceptical of 
campaigns for a number of reasons. For instance, complex health mes- 
sages are hard to simplify in a credible way, the effects are often slight 
and short-lived, campaigns may cause distrust and animosity by being 
paternalistic, many do not incorporate the most relevant experience and 
research, and there are often flaws in the coordination of local and 
central activities. The main drawback is that adequate resources are 
seldom allotted to carry out and follow up information campaigns. This 
strategy also involves training of health educators and counselling indi- 
viduals and groups on health issues. 


Enabling 


It is difficult to change people’s behaviour if there is no effective alterna- 
tive to choose. Not only problems but also solutions must be presented 
in order to help people act. Enabling factors helping people follow 
health-conducive behaviour include: 


— product development (automobile seat-belts, bicycle helmets, 
healthier foodstuffs, safer machines and tools in the workplace, 
etc.); 

— environmental measures (smoke-free environments, allergy- 
protected housing, etc.); 

— creating resources for innovative solutions to different problems; 

— planning and organizing activities that promote health. 


Mobilizing/empowering 


The strategy of mobilizing/ empowering addresses the active involve- 
ment and participation of those directly or indirectly affected by public 
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health problems. Community participation can enhange the quality of 
life. One form is the self-help methods of the women’s movement, the 
environmental movement and the consumer movement. Health-related 
movements include patient groups and groups like Alcoholics Anony- 
mous. The strategy of mobilizing/empowering permeates all the other 
strategies and ensures the utilization of the important human resource 
of self-reliance. This resource is often ignored if there is a top-down 
approach that tells people how to act or does things for them. 


Components of implementation in the HELPSAM model 


Approaches 


Strategies for creating supportive environments for health can involve 
different approaches, such as: 


— welfare policies (e.g. sickness insurance schemes, full employ- 
ment); 

— legislation (e.g. worker and consumer protection laws); 

— epidemiological surveillance programmes (e.g. for tracing infec- 
tious diseases or monitoring outbreaks of disease); 

— screening programmes (e.g. for early diagnosis for cancer); 

— product development (e.g. safer medicines, seat-belts, non- 
flammable materials); 

— educational activities (e.g. warnings on cigarettes, skills training 
for saying no to drugs or unsafe sex): 

— counselling (e.g. for pregnant teenage girls, drug abusers, 
unemployed); 

— participatory research (e.g. scientists cooperating with shopfloor 
workers to improve work conditions). 


Actors 
Various individuals or groups can be involved, such as: 


— political bodies such as parliament or government (e.g. for labour 
policy measures); 

— different public sectors such as the health care system, schools, 

national authorities (e.g. for health promotion); 

shareholders, employees, trade unions, commerce (e.g. for creat- 

ing smoke-free workplaces); 

producers and consumers (e.g. for promoting low-fat food prod- 


ucts or warning labels on foodstuffs or chemicals) 
— communities: 


b 


voluntary organizations and institutions (e.g. fitness groups, 
patient groups, Weight Watchers, Alcoholics Anonymous); 
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professionals (e.g. offering contraception counselling to teen- 
agers). 


Target groups 


Measures are adopted for the benefit of target groups, such as: 


the population as a whole (e.g. taxes on tobacco and alcohol); 
immigrants (e.g. culturally appropriate health information); 


— women (e.g. a rape crisis centre, a shelter for battered women, 


self-help groups, maternal health clinics). 


Levels/arena 


Actions are implemented on various levels, such as: 


internationally (e.g. breast-feeding codes, treaties on environ- 
mental health, non-proliferation of nuclear arms); 

regionally (e.g. the WHO Healthy Cities Programme in Europe); 
locally (e.g. starting a district youth centre or tenants’ 
association); 

in groups (e.g. organizing support networks for persons with 
AIDS or self-help groups of former drug abusers); 

among individuals (e.g. learning techniques for improving relaxa- 
tion or fitness). 


Procedures and tools 


Procedures and tools used to implement actions can include: 


taxation (e.g. tobacco duties, road tolls); 

pricing (e.g. making healthier products cheaper); 

supervision (e.g. checking that standards and rules are followed 
by employers, doctors, manufacturers); 

organizational development (e.g. fostering cooperation); 
immunizations; 

education /information / communication (e.g. health promo- 
tion); 

negotiations (e.g. to limit emissions of tobacco smoke); 
networking (e.g. by women’s groups). 


Expected outcomes 


Expected outcomes of actions might include: 


increased self-reliance and control over health for the individual, 


civic pride; 
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— smoke-free environments; 

— reduced alcohol consumption; 
— improved eating habits; 

— improved social environment; 
— fewer abortions. 
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PART 2 


Settings, voices and experiences 


o p 5 


a a PnP Ene oat i n 


CHAPTER 5 


The Sundsvall pyramid of supportive 
environments 


In Part 2 the stories are presented under the headings of the six topics 
or settings for action that formed the basis of the Sundsvall conference. 
These are: 


— education, 

— food and nutrition, 

— homes and neighbourhoods, 
— work, 

— transport, 

— social support and care. 


The topic chapters are written by different writers, accounting for 
some variation in style. On occasion, the reader is referred to other 
chapters with similar subject matter. 

The two settings of education and social support and care are factors 
that relate the other four areas to each other. Education is an integral 
institution of society, basically communicating knowledge and skills but 
also holding society together by transmitting a shared cultural heritage 
from generation to generation and acting as a catalyst for social change. 
Social support and care help shape norms, values and relations. These in 
turn provide security and safety, and foster solidarity. 

We can consider the six topics to be related to each other in the form 
of a pyramid (the Sundsvall pyramid of supportive environments, Fig. 2). 
Education and social support and care constitute the walls of the pyra- 
mid, reinforcing and supporting each other. If the educational system 
fails in a society, social control is likely to take the form of repressive 
policies to quell popular movements or unrest. Similarly, if mutual, 
human social support and care are not adequate, a society will tend to 
develop more centralized, impersonal, institutional structures of care- 
giving, or there will be an absence of such support, leading to human 
suffering, waste and tragedy. 

The floor of the pyramid contains the topics/settings of food and 
nutrition, and homes and neighbourhoods — representing the basic 
needs of all human beings — and work and transport — which are the 
means for satisfying the basic needs and ensuring the availability and 


distribution of basic resources. 
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CHAPTER 6 
Education 


Education is a basic human right and a key element to bring about 
the political, economic and social changes needed to make health a 
possibility for all 


(Sundsvall statement on supportive environments for health, 1991) 


Issues and problems 


The traditional role of health education has been to transfer informa- 
tion, knowledge and skills. While educating individuals to make healthy 
choices is important, it is not the only way in which education supports 
health. 

Education is a key element in bringing about the political, economic 
and social changes that make health a possibility. For the individual, 
education supports health by: 


— helping people think critically about the issues they face; 

— equipping people with the skills they need to participate fully in 
society; 

— involving people in identifying problems that affect them and 
their communities; 

— encouraging people to solve problems together; 

— helping people adapt to changing circumstances and conditions; 

— enabling people to cultivate individual and collective resources in 
order to solve problems and take action. 


For society as a whole, education supports health by fostering develop- 
ment, production, social integration and political action. 


© Development. Education is the means by which one generation trans- 
mits its values, norms, beliefs and way of living to the next generation. 
Thus, it can be a key influence in shifting development efforts towards 


sustainable action. 


Supportive environments for health: Sundsvall statement. Geneva, World Health Organization, 
1995 (unpublished document WHO/HPR/HEP/95.3; available on request from Divi- 
sion of Health Promotion, Education and Communication, World Health Organization, 


1211 Geneva 27, Switzerland). 
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e Production. Education shapes a society’s means of production. It helps 
determine whether the economy will be agricultural or industrial and 
equips people with the skills they need to participate in the produc- 

ess. 

e o cence Education equips people with the skills they need to 
live and work with others. K 7 

e Political action. Education empowers people to participate in decisions 
affecting their future and to develop leadership skills. 


Unfortunately, for many, education is unavailable, insufficient or in a 
form that fails to enable and empower. Millions of people without access 
to basic schooling have little hope for a better future. 

How then can the full potential of education be realized in creat- 
ing supportive environments for health? This chapter uses practical 
examples to show the importance of multiple approaches that com- 
bine formal and informal education and involve a variety of people 
(policy-makers, parents, decision-makers, children, community workers, 
teachers, administrators, employers, employees). 


Education and a healthy society 
Story 21 HM Education spearheads development in a Chinese village 


When some leaders in the village of Dahu, China, decided to start a 
primary health care programme that involved the community, they be- 
gan with a school health programme. They soon realized that a support- 
ive sociopolitical environment was necessary if they were to succeed. The 
health educator approached the village mayor, who convened a primary 
health care committee with representatives of all the village organiza- 
tions. Education became the means of improving collaboration, inspir- 
ing advocacy and empowering community members to make decisions 
about priorities and allocation of resources. Soon the people of the 
village voted to use communal welfare funds for a primary health care 
programme with four components — school health, road building, 
legislative changes and improved training for health workers. There 
was collaboration between teachers, village leaders, health workers and 
factory workers. Legislation was introduced concerning latrines, house 
construction, food handling, smoking in public places, and the separa- 
tion of industrial and recreation areas. 

This story describes how education was used to empower people to 
take action for sociopolitical change, both in the community and per- 
sonally, in order to create a supportive environment for health. In many 
countries, it is natural for health and education systems to Cooperate in 
creating environments that support both health and learning. 
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Education and health 


In many countries, health care and education together account for over 
half of government spending and up to 80% of public service employ- 
ment. Both sectors use specialized delivery agencies — hospitals and 
clinics for one, and schools and universities for the other. 

In the search for lower cost and greater value, the health care and 
education sectors are looking for new approaches. Health care is broad- 
ening its action to include disease prevention and health promotion. 
Similarly, education is widening its focus from formal teaching to a 
renewed interest in the participatory process of learning, both inside 
and outside school. The shifts in emphasis from treating illness to 
promoting health, and from a teacher-centred to a learner-centred 
approach, are parallel and complementary developments. Both of these 
movements shift the emphasis from the professional to the individual in 
the community. Empowerment, local expertise and community partici- 
pation are integral elements of health promotion and learner-centred 
education. 

Because health promotion and learner-centred education are paral- 
lel concepts in parallel sectors, a link between the two serves them both. 
Cooperation depends on an understanding of each other’s roles and 
objectives but can benefit individuals, communities and society as a 
whole by creating a supportive environment for health. 


Education and social change 


Education is more than what happens inside schools and other formal 
places of learning. From generation to generation, families have passed 
down the skills and knowledge that help them to survive and thrive 
within their society. 

There are several definitions of education, but a useful starting-point 
is to think of education as a social institution with two roles: 


— to hold society together by transmitting a shared cultural heritage 
from one generation to the next; 

— to be a catalyst for cultural change and a means of responding to 
change in a way that ensures the survival of society. 


For education to be effective, there must be learning. For learning to 
occur, education must be both meaningful and culturally relevant. 
While countries may seek to introduce educational change for the sake 
of development, it must be remembered that education also influences 
culture. Some educational change brings health benefits, but it may also 
lead to painful cultural conflict. 
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Building a healthy future 


Rapid change is the very essence of today’s world. Uncontrolled develop- 
ment, overconsumption, the exploitation of natural resources, urbaniza- 
tion, the disruption of family structures, and growing inequities in access 
to resources are unfortunate by-products of some of that change. The 
result is a growing threat to both global ecology and individual well- 
being. aa 

Society’s views about what it wants for the future will affect its ideas of 
what education should accomplish. If people wish for a healthier future, 
then their commitment to the prerequisites of health — peace, eco- 
nomic and social equity, sustainable environments, and so on — must 
also be expressed through education. Education can then be an effective 
catalyst for social change that supports health. 


Story 22 W Global telecom project for adolescents 


KIDLINK is a telecommunications project that encourages adolescents 
aged 10-15 in more than 30 countries to use their classroom or home 
computers to share their visions of the future and the steps they can take 
to create a better world. As a result of KIDLINK, a new global forum 
called KIDS-ACT has been set up for adolescents involved in activities for 
social change. Some of the participants have set out to produce an 
electronic newsletter for global dissemination. The project, which began 
in 1990 with teachers and students from Canada, Norway, and the 
United States of America, now extends to Argentina, Australia, Brazil, 
Poland and several republics of the former Soviet Union. It is run 
entirely by volunteers and operates in a decentralized manner. The 
young people have discussed children’s rights, the problems of drug 
abuse, child abuse, war, the environment and other issues. 


Opportunities for learning 


Learning is a lifelong process that takes place everywhere — in families, 
at the workplace, through community programmes and within the edu- 
cational system. 


° Formal education is the educational system of schools, from preprimary 
(kindergarten) to postgraduate studies; it involves the deliberate selec- 
tion and structuring of learning experiences. 

° Informal education includes all the other ways of learning, whether 
intentional (such as occupational training or literacy programmes) or 
unintentional (such as children learning from the actions of parents). 
Informal education that is deliberately planned usually focuses on 
practical learning to meet individual needs. 
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Learning in the formal educational system 


In most societies, schools are the most widely available institutions for 
learning. Schools “catch” people when they are young, exerting a consid- 
erable influence on the children in a society. The formal school system 
can be a particularly powerful vehicle for promoting health. 


Story 23 M Forming youth health action clubs in Kenya 


In the rural Nakura district of Kenya, most children between the ages of 
7 and 14 go to school. Infections, malnutrition and a lack of access to 
health information and basic health services were identified as major 
health problems in the area by schoolchildren, teachers and health 
workers. To respond to these issues, students were helped to form health 
action clubs in the district’s 33 elementary schools. Student members of 
these clubs teach their parents about nutrition and hygiene, keep the 
school environment healthy and refer other children who need medical 
care to health clinics. Initial resistance by teachers was overcome by 
involving the Ministry of Education, which made health action part of 
the school curriculum. 


ee 
Problem: Many children were suffering from communicable diseases and 
malnutrition. 


Solution: | The school became the centre for community health action 
through the formation of student health action clubs. 


Strategies: ¢ Building alliances (between school and community, Ministries 

of Health and Education). 

e Empowering (of children to be leaders in community health 
improvement). 

e Mobilizing resources (teachers, health workers and parents 
provide the required resources). 

e Reorienting organizations (the formal school system reaches 
out to promote community health). 


Learning in the community 


Learning in the community 1S highly sensitive to cultural variations. 
These variations account for the difference between culturally relevant 
learning and unassimilated teaching. 


Story 24 W World Health Day celebrated in Costa Rica 


Community leaders in San Jose, Costa Rica, joined with groups of the 
elderly, boy scouts, the Red Cross and staff of the Ministries of Health 
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and Culture in a three-day fair to celebrate World Health Day. Eleven 
stands, each focusing on one aspect of a healthy lifestyle, were set up in 
the centre of the city. At the nutrition stand, volunteers weighed visitors 
and nutritionists gave them dietary suggestions according to their 
age and health. At the blood pressure stand, visitors could have their 
blood pressure measured and those with high blood pressure were 
referred to medical consultants. Ex-smokers staffed the no-smoking 
stand to talk with people who had questions about giving up smoking. 
Demonstrating their gymnastic skills, children and elderly people 
showed that physical exercise has no age limits. Condoms were distrib- 
uted with educational brochures at the AIDS booth. The fair included 
videos, music, songs, dances and plays about health topics. The fair was 
so successful that community groups, health workers and staff from the 
different institutions are planning similar activities for health promotion 
in the future. 


eee aaaaeeeee 


Problem: The community needed relevant information about the benefits 
of a healthy lifestyle. The range of information needed was 
broad, covering all age groups, lifestyles and health topics. 


Solution: A health promotion fair in a central, accessible location used a 
variety of participatory activities covering a variety of topics. 


Strategies: ¢ Building alliances (between community groups, and 
between the community, health workers and national 
institutions). 

e Empowering (community volunteers continued with more 
health promotion activities). 

e Mobilizing resources (many of the “teachers” were ordinary 
members of the community demonstrating healthy activities by 
example). 

e Reorienting organizations (the streets of the community 
became the “school” for learning about healthy lifestyles). 


Learning and community development 


Informal education plays a central role in community development. 
Everyday experiences are the building blocks of informal education. 
This approach is based on the belief that learning is a self-generated 
activity that is enhanced by dialogue between learners and teachers. 
The next group of stories demonstrates four principles of community 
development and informal education as they apply to the creation of 
environments that support health: (1) activities should respond to lo- 
cally determined needs and rely on local expertise; (2) activities should 
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respond to local circumstances; (3) activities should be based on part- 
nership between professionals and community members; and (4) activi- 
ties should promote political action. 


Story 25 W Village health workshops in Sudan 


In Sudan, 74% of the population live in rural areas. Knowledge about 
health is poor, resources are scarce and health services are often not 
available. Infant and maternal mortality rates are high. To find out what 
the people considered to be the most pressing problems, a survey was 
carried out in two villages in Gezira province. The results of the survey 
showed that people were most interested in learning about pregnancy 
and childbirth, child health care, home accidents, environmental health 
and common diseases. A 10-day workshop was held for village volunteers 
of both sexes and all ages so that they could learn about these problems 
and teach others. Some 240 villagers were trained by representatives of 
WHO, the faculty of medicine at Gezira University and the regional 
Ministry of Health. By the end of the workshop, participants were ready 
to teach other volunteers. l 


ee ee 
Problem: There were many health problems in rural Sudan and few 
resources or services to deal with them. 


Solution: Issues of local concern were identified by the villagers. Health 
officials then trained village volunteers to teach others how to 
deal with these issues. 


Strategies: ¢ Empowering (villagers identified issues and volunteered to be 
part of the solution). 
e Mobilizing resources (use of trained community leaders). 


Story 26 W Local food cooperatives set up in Scotland 


In the poorer housing areas of Glasgow, Scotland, people have suffered 
badly during the economic recession. Many people have unhealthy diets 
because they have little money for food, there is little healthy food 
available and there is a lack of information about healthy food choices. 
Local community organizations and the Glasgow Healthy Cities Project 
set up food cooperatives in vacant houses where the residents could 
learn about healthy food choices and purchase healthy foods at reason- 


able prices. 
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Problem: Underprivileged people in Glasgow had unhealthy diets as a 

result of economic difficulties and lack of information. 

Solution: Local community groups set up food cooperatives in empty 
houses so that people could buy healthy foods at reasonable 
prices. Health promoters provided information on healthy eating. 


Strategies: « Advocacy (local community organizations). 
e Building alliances (community organizations, government, 
Healthy Cities Project). 
e Empowering (the community identified the problem and 
solved it). 
e Mobilizing resources (to set up food cooperatives). 


eee 


Story 27 M Role of traditional healers highlighted in Swaziland 


In Swaziland, traditional healers became important partners in design- 
ing an intervention to prevent and treat childhood diarrhoeal diseases. 
The Academy for Educational Development, the Rural Waterborne Dis- 
ease Control Project and the Ministry of Health have promoted the use 
of oral rehydration therapy (ORT) in seminars with traditional healers. 
The programmes acknowledge the existence of traditional beliefs and 
behaviours to an extent previously unseen in Swaziland. Health educa- 
tion is presented in a familiar form with realistic examples. 


eee. 


Problem: Health education efforts were not taking advantage of traditional 
healers, who are opinion leaders in matters pertaining to health. 


Solution: Traditional healers were invited to be partners in health 
education: traditional beliefs were respected. 


Strategies: e Building alliances (traditional healers treated as equal 
partners). 
e Mobilizing resources (in the community). 
e Reorienting organizations (health education builds on, rather 
than confronts, traditional beliefs and practices) 


As people become more knowledgeable about the effect of social condi- 
tions on health, they may discover that their community is unhealthy 
because of an inequitable distribution of resources and political power. 
Education and community structures can help people develop a critical 


understanding of the social conditions in which they live and what they 
can do to change those conditions. 
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Story 28 W In Mexico, women stress social causes of disease 


In the Tuxla peasant communities of southern Mexico, most people are 
very poor. Mujeres para el Didlogo (Women for Dialogue) helps people to 
become aware of the social causes of disease and to tackle health prob- 
lems. Community health committees (primarily women) represent the 
people in calling for change. Preventive health messages are delivered 
through community organizations. Because diseases are classified ac- 
cording to their social causes (for example, those caused by lack of clean 
water), people learn about the connection between health, poverty and 
social justice. 


————— ——————E————— 
Problem: Poor peasants had difficulties with health problems caused by 
social conditions. 


Solution: A mechanism or structure (Mujeres para el Diálogo) enables the 
community to make its views heard so that community 
development is not controlled solely by those in authority. 


Strategies: ° Advocacy (for improved social conditions). 
e Empowering (through involvement in local health 
committees). 
e Reorienting organizations (using a political process to educate 
people about health problems). 


Learning in the family 


Research has shown that the level of parental education influences the 
health of the family. For example, the acceptance of family planning 
(which affects the spacing of pregnancies and hence the health of both 
mothers and children) is closely related to the mother’s level of educa- 
tion. Achieving universal primary education (especially for women) is 
clearly an important step in creating a supportive environment for 
health. 

Parents may learn from their children, just as children learn from 


parents. 


Story 29 W Children in Indonesia teach parents about diarrhoea 


An area of Indonesia with about 100000 population had a high inci- 
dence of diarrhoea. The resulting dehydration brought on many health 
problems, including a high infant mortality rate. Most of the women in 
this rural area had a low level of education so reaching them through a 
media campaign would have been impossible. A programme was initi- 
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ated by health workers, teachers, the parent-teacher association and the 
local mayor to educate parents about the importance of water and oral 
rehydration salts in managing diarrhoea. Posters on the subject were 
distributed to about 23000 schoolchildren aged 10-11. The children 
coloured the posters in school and answered a quiz, then were asked to 
take the posters home and explain the pictures to their. parents. The 
posters had to be returned with a parent’s signature. An evaluation after 
six months showed a great increase in parents’ knowledge about the 
importance of combating dehydration with water and oral rehydration 


salts. 


Problem: Parents who were hard to reach through formal means needed 
information on how to prevent dehydration. 


Solution: Children were prompted to teach parents the information about 
dehydration that they learned in school. 


Strategies: ¢ Building alliances (between the school and families). 
e Empowering (of children and their parents). 
e Mobilizing resources (the children). 
e Reorienting organizations (locally relevant information was 
added to the school’s curriculum and children were prompted 
to be the “teachers” instead of the learners). 


Learning in the workplace 


Workplace education strives not only to influence the health choices of 
workers but also to empower workers to create a healthy workplace. 


Story 30 E Swedish Study circle changed workplace environment 


In Filipstad, Sweden, the Confederation of Swedish Workers set up a 
study circle to find out about working conditions at a laundry. The study 
circle included several union representatives and two scientists, all 
women, plus about 40 laundry employees. Study circles are a traditional 
form of adult education, participation and mobilization in Sweden. First, 
a questionnaire was designed by the project leaders and answered by 38 
employees. Next the study circle discussed the questionnaire responses 
which gave a picture of widespread and severe health problems, monoto- 
nous work, lack of worker control over the workplace and little confi- 
dence in the union or company health services. Finally, an action plan 
for change was developed based on the employees’ priorities. The action 
programme included proper measurement of environmental hazards, 


overhaul of the ventilation and heating systems, and improvement of 
preventive measures. 
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Problem: Workers’ health was being jeopardized by poor working 
conditions in the laundry, and the workers had lost confidence 
in the ability of their union or of their employer to improve 
conditions. 


Solution: A study circle brought the workers together with union 
representatives and scientists. The means used to measure how 
working conditions affected employees was credible, and the 
workers were helped to use the information to develop a 
programme for change. 


Strategies: « Advocacy (for better working conditions). 
e Building alliances (between union representatives, scientists 
and workers). 
e Empowering (of workers). 
e Mobilizing resources (employers and employees). 


Learning through the media 


Social marketing (selling ideas) has become an important strategy 
for promoting health. To maximize the chances of success, a social 
marketing campaign is usually combined with an educational compo- 
nent. 


Story 31 WE Anti-smoking video targets young women in Canada 


In Canada, as in most industrialized countries, adolescent girls and 
young women are highly influenced by the media. In movies and adver- 
tisements, young women see portrayals of attractive and successful 
women who smoke. To combat this, Health and Welfare Canada has 
produced a video called Diary of a teenage smoker, which incorporates all 
the advertising techniques of the tobacco industry but uses them to show 
smoking as a negative habit. Drama, comedy and “anti-commercials” are 
combined with the voices and stories of young women in a fast-paced, 
entertaining video. The video was shown on television at peak viewing 
times and is now available to schools and community groups, together 
with a facilitator’s guide. 


rr —— aaar 
Problem: Media influence young women to become smokers. 


Solution: A social marketing approach was used to put the opposite 
message across. 


Strategies: ¢ Advocacy (video critically examines the tobacco industry's 
methods and motives). 
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e Empowering (young women speak unscripted on film about 
starting to smoke, continuing to smoke and quitting; the 
facilitators guide has details of activities to promote 
self-esteem, a positive body image and personal action). 

e Mobilizing resources (using the media to discourage 
smoking). 


Tapping education's potential to create a healthy society 


Realizing the potential of education to create a healthy society means 
facing a number of challenges. There must, for instance, be enhanced 
cooperation between formal and informal education; there is a need for 
increased access to education and to continuing education; the educa- 
tional system itself should be an influence for health: professional train- 
ing will need reorientation; and there will need to be a political 
environment that is supportive of health. 


Enhancing cooperation between formal and informal education 


Tapping education’s potential to create a supportive environment for 
health may require breaking down barriers to cooperation between 
formal and informal education and between various sectors and levels of 
government. Learning outside the school walls is as important as learn- 
ing within the formal system. A complementary mix of formal and 
informal education provides people with the greatest Opportunity to 
learn and grow. 


Story 32 Œ Non-formal education leads the way in Indonesia 


Lack of access to formal education in rural Indonesia is one of the 
reasons why the Directorate of Non-Formal Education was established in 
Indonesia’s Ministry of Education. The Directorate stresses learning 
while working, and offers programmes on literacy, women’s education, 
family life, health, nutrition, sanitation, vocational skills and community 
leadership. The Directorate also provides community libraries and 
income-generating activities. A major part of the informal education 
programme is the literacy campaign, which uses small learning groups to 
eliminate illiteracy. Volunteer teachers, tutors and parents Cooperate in 
groups of about 10 learners. Materials for selflearning are also supplied. 
Peer teaching, in which younger learners are tutored by those more 
advanced, is common. Currently, the Directorate is focusing on people 
who were unable to attend primary school or who dropped out. Subse- 
quent programmes will focus on secondary school drop-outs. The Direc- 
torate anticipates that 5.5 million people will learn to read and write 
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through the programme. Ironically, many of the materials developed by 
the Directorate are being adopted by the formal primary schools. 


a 


Problem: Many rural Indonesians lacked access to formal education. 
Illiteracy was a major problem. 


Solution: | The Directorate of Non-Formal Education was established. By 
stressing learning while working, it has developed an integrated 
approach to eliminating rural illiteracy. 


Strategies: ¢ Building alliances (between the formal system and the 

community). 

e Empowering (of illiterate people). 

e Mobilizing resources (production of materials for 
self-instruction). 

e Policy development (establishment of a Directorate of 
Non-Formal Education). 

e Reorienting organizations (use of informal education 
techniques and lay leaders). 


Sometimes schools remain isolated from the community because of 
barriers to cooperation at other levels. For example, within government 
there are usually separate departments for health and education at each 
level. While this is not necessarily bad it can lead to a “top-down” flow 
of information and resources and poor communication between 
departments. 


Story 33 M Health on the school curriculum in Kenya 


Kenya has introduced a District Development Focus that decentralizes 
development efforts to the district level and facilitates cooperation 
between all government ministries at national, provincial and district 
levels. The Ministry of Health has achieved close collaboration with 
the Ministry of Education in promoting health education in primary 
schools, and with the Ministry of Environment and Natural Resources in 
promoting environmental sanitation. It also collaborates with the Minis- 
try of Information and Broadcasting which uses mass media and commu- 
nity theatre to facilitate health promotion, and with the Ministry of 
Culture and Social Services by cooperation with social workers. 
Although initially there were problems of interministerial collabora- 
tion, the establishment of district development committees appears to 
have overcome these. These committees enabled local people to have a 
say in national development. Policies have been articulated at all levels, 
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resulting in the introduction of health education into the science, agri- 
culture, home economics and social ethics curricula. These efforts have 
been complemented by health promotion projects in primary schools 
and the production of radio programmes on health issues, including 
AIDS. Current plans include communicating health information 
through community theatre and involving local artists and consumers in 
the development of health promotion materials. It is recognized that 
materials produced at national level, particularly posters, may not be 


appropriate to all social settings. 


Problem: There was a need for collaboration between ministries and for 
decentralization of power so that educational content would be 
more relevant to learners. 


Solution: | Four ministries collaborated to establish district development 
committees that provide for local participation in national 
development. 


Strategies: * Building alliances (between ministries, the formal system and 

the community). 

e Empowering (local participation in programme and policy 
development). 

e Mobilizing resources (adding the resources of ministries other 
than health and education). 

e Policy development (policies articulated at local level instead 
of national level). 

e Reorienting organizations (education restructured to 
incorporate health promotion into school curricula for science, 
agriculture, home economics and social ethics). 


Increasing access to education 
According to the Jomtien World Declaration on Education for All:! 


— more than 100 million children have no access to primary 
schooling; 

— another 100 million children do not complete basic education; 

— more than 960 million adults (two-thirds of whom are women) 
are functionally illiterate. 


Lack of access to education is generally related to demographic 


patterns. 


| l ‘inal report, World Conference on Education for All: Meeting Basic Learning Needs, Jomtien, 
Thailand, 5-9 March 1990. New York, Inter-agency Commission, 1990, _ 
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Developing countries need ways to provide educational oppor- 
tunities to large numbers of children (often 50% of the population is 
under 15 years of age). In poor countries, even basic learning materials 
may be in short supply and the physical environment of schools may 
be unhealthy. 

Industrialized countries need ways to provide lifelong learning 
opportunities to an aging population (commonly 20% are over the age 
of 50). 


Reducing inequities 


Throughout the world, children of the very poor, rural children, chil- 
dren of ethnic and racial minorities, and girls are least likely to attend 
school and most likely to leave school early. 


Story 34 E Rainwear improved school attendance in Chile 


In southern Chile, education officials discovered that the main obstacles 
to regular school attendance by young children were bad weather and 
inadequate clothing. From the mothers’ point of view, getting to school 
and back made the children ill. The authorities acted quickly to make 
raincoats and shoes available to all children of school age. The result was 
a remarkable improvement in school attendance. 


Story 35 W Tackling inequities through legislation 


One of the problems Canada has faced has been the under-representa- 
tion of native groups, or “First Nations”, on decision-making bodies such 
as school boards. One reason for this, according to an article in Educa- 
tion Canada, was that trustees had to be elected by rate-payers or prop- 
erty owners. The author suggested that a simple change in legislation 
would enable First Nations to be equitably represented on school 
boards. Canada has taken steps in a number of areas, including educa- 
tion, to take the views and needs of minority groups and First Nations 
into consideration. 


Story 36 W Poor children in the USA get a head start 


Head Start is a community action programme for preschool children in 
low-income families in the USA. In operation for over 25 years, Head 
Start has three objectives: to prepare economically disadvantaged chil- 
dren for school, to strengthen family support of children and to involve 
families in community action. Local communities recruit the children 
and the programme personnel, while the Federal Government provides 
the funds and overall policy development. Parents (mostly mothers), 
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who are employed as educational aides, work with professionals from the 
fields of nutrition and family services. Evaluations have shown that the 
children in Head Start do better than control groups when they enter 
school. The programme has also succeeded in creating broad-based 


political support for an anti-poverty programme. 


Providing universal primary education 


Achieving universal access to primary education, especially in develop- 
ing countries, will require a major mobilization of resources from both 


governmental and non-governmental SOurces. 


Story 37 M Rotary sponsors literacy effort in India 


Misra Ranchi is an agricultural area in eastern India where many people 
lack formal education. In 1989, the Rotary Club chapter at the Birka 
Institute of Technology began holding classes for the children of sup- 
port staff and labourers at the Institute. Engineering students act as 
teachers and the Rotary Club provides all necessary supplies. By 1991, 
some 400 young boys and girls had learned to read and write. 


ee 


Problem: Children in an agricultural area of India had no access to 
education. 


Solution: The Rotary Club — a nongovernmental organization — provided 
funding for an education programme. Engineering student 
members volunteered their time as teachers. 


Strategies: è Building alliances (Institute of Technology and Rotary Club). 
e Empowering (of children and volunteer teachers). 
e Mobilizing resources (Supplies and teachers). 
e Reorienting organizations (staff and students at the institute 
replace the formal education system). 


Story 38 W Home schools offer alternatives in Pakistan 


In Baldia Town, one of the largest squatter settlements of Karachi, 
Pakistan, a number of young women had completed secondary educa- 
tion but were not allowed to pursue further education or to move away 
from home. At the same time, there were many children in the area who 
had dropped out of school and girls who had not been allowed even to 
enrol in school. Community leaders and families worked with UNICEF 
and the University of Karachi to set up “home schools” in the homes of 
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the educated young women who thus became teachers. UNICEF pro- 
vided blackboards and chalk, and the students paid a minimum fee to 
the family that hosted the home school. Home schools have since spread 
to other squatter settlements. Some 38000 students have benefited. 
A Home Schools Teachers’ Association has been formed and home 
schools are now recognized by the Directorate of Education. 


Problem: Formal schooling was unavailable to many children, especially 
girls. 


Solution: | Home schools were set up and girls with some education taught 
younger students. 


Strategies: * Building alliances (between UNICEF, University of Karachi, 
and the community). 
e Empowering (of young women teachers and students). 
e Policy development (the formal system recognizes home 
schools). 


D OO eee 


Overcoming illiteracy 


Research has repeatedly demonstrated the link between poverty and 
poor health. Eradicating illiteracy is a key to escaping poverty and, 
hence, to improving health. 


Story 39 Œ Innovative literacy project in Canada 


To combat illiteracy in the Canadian province of Ontario, the Ontario 
Public Health Association and Frontier College (a 100-year-old 
nongovernmental organization involved in literacy training at the 
workplace) jointly launched a project to explore the link between lit- 
eracy and health. The project had three aims: to identify major health 
issues for people with low literacy skills, to establish a network of organi- 
zations and individuals representing the education, health and social 
service sectors, and to develop recommendations and strategies for ac- 
tion. The first phase culminated in a report on making the world 
healthier and safer for people who cannot read. In the second phase, the 
project plans to make better use of community networks to facilitate 
cooperation among community organizations and to encourage health 
professionals to work with people whose literacy skills are limited. The 
joint project has proposed more frequent use of non-written forms of 
communication, such as pictures, symbols, and audiovisual aids, as well 
as exploration of the potential of radio and television. 
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Problem: People with low literacy skills suffered the direct effects of 
illiteracy on their health (e.g. inability to read information on 
workplace safety or the proper use of medication) as well as the 
indirect effects (such as increased poverty and less opportunity 


to make healthy choices). 


Solution: Better use of non-written forms of communication. Community 
networks encouraged health professionals and community 
groups to work in partnership with people whose literacy skills 
were limited. 


Strategies: ¢ Advocacy (identified and raised issues of illiteracy and 

health). 

e Building alliances (between health professionals, community 
groups and people with limited literacy skills). 

e Empowering. 

e Mobilizing resources (of education and public health 
communities). 

e Reorienting organizations (using new strategies to overcome 
illiteracy). 


rr ee 


Supporting continuing education 


In past decades, people expected to go to school, complete their educa- 
tion and then enter the workforce. With the present rate of social and 
technological change, people require periods of learning throughout 
their lives to help them adapt to changing circumstances and prepare 
for new roles and responsibilities. 


Lifelong learning 


Despite stereotypes of older people as limited in their capacity to learn, 
research has shown that people who stay mentally active maintain their 
mental capacities into very old age. In retirement, learning helps the 
elderly cope with change and maintain their independence. It broadens 
their horizons, quality of life and capacity to give. Health professionals 
need to understand the potential of older persons. 


Story 40 @ Lifelong learning 


Every summer, old people who are members of the Elderhostel pro- 
gramme congregate at universities around the world. They live on cam- 
pus while attending educational courses, with full access to cultural and 
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recreational activities. Participants pay a modest fee for lodging and 
food. 

At Glendon College in Toronto, Canada, a group called Third Age 
Learning Associates provides advice and help to old people on planning 
and implementing self-managed learning groups. Their newsletter 
keeps learning groups of elderly persons in touch with each other, offers 
ideas for educational programmes and informs members about other 
learning opportunities. 


A learning culture at work 


Employees tend to acquire new skills more effectively in companies 
where the corporate culture includes a strong commitment to employee 
training and on-the-job learning. The development and nurturing of a 
national learning culture at work will benefit the health and quality of 
life of all workers. 


Story 41 W Worker training in Mexico 


Two basic legal frameworks cover worker training in Mexico: the Mexi- 
can constitution states that all firms are bound to provide their workers 
with training, and the Federal Labour Law (issued in 1978) spells out 
how to carry out training in order to increase the workers’ productivity 
and standard of living. As of August 1990, a total of 416583 firms were 
registered as actively training their 7.9 million workers in the areas of 
agriculture, mining and oil (1%), manufacturing (47%), construction 
(4%), electricity (4%), services (11%) and other (4%). According to the 
companies’ training plans, the courses in greatest demand included 
human relations, motivation, industrial safety, productivity, communica- 
tions, sales and computer science. Formal education for adults has also 
become important and the demand for basic reading and writing 
courses has increased. 


Creating healthy education systems 


The formal education system has the potential to influence the health of 
not only students and teachers but also the community as well. If this 
potential is to be realized, schools, and what happens within them, must 


be the target of educational change. 
A healthy school is one that does more than teach about health. 


Characteristics of a healthy school include the following: 


e A healthy school is clean and safe. It has good lighting, appropriate 
ventilation and heating, and safety features. The water is clean and 


there is proper waste disposal. 
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e A healthy school is a positive place to be. Teachers, as well as students, 
have good working conditions and feel empowered and supported in 
their work. 

e A healthy school acknowledges that, in order to learn, people must be 
healthy. It takes action when students’ basic needs are not being met 
and provides an appropriate range of health services. | 

e A healthy school practises what it preaches. It promotes health 
through positive role models, provides opportunities for physical 
activity and makes nutritious choices available in school food outlets. 

e A healthy school has healthy policies and programmes on smoking, 
discipline, parent involvement, student initiatives and so on. 

e A healthy school respects the right of people to participate in decision- 
making. It provides opportunities for students, staff and parents to 
contribute to decisions affecting the school. 

e A healthy school involves learners in a participatory learning process 
that is meaningful and relevant to their situation. It empowers them 
for future participation in society. 

e A healthy school provides opportunities for students to learn about 
health issues affecting themselves and others. It enables them to make 
healthy personal choices and to contribute to the health of their 
families and communities. 

e A healthy school is an integral part of a healthy community. In a 
healthy school, resources are mobilized to meet the learning needs of 
the community. In turn, the coordinated efforts of children, parents 
and school personnel support community action that promotes 
health. 


Reforming the system 


In most countries, the potential of the formal education system to pro- 
mote health has not been fully realized and there is a need for educa- 
tional change in a “health promoting” direction. 

Education must equip people for participation in both the society 
and the economy. A balance between the two sets of goals must be 
maintained. It is important for health promoters to contribute their 
views to debate about the purpose of education. This may mean partici- 
pating in discussions at district, state or national levels. 


Story 42 W New learning directions in Colombia and Canada 


In Colombia, in the 1980s, the government developed the New School 
Programme which is now implemented in thousands of schools. The 
programme uses a combination of formal and informal educational 
techniques to provide locally adapted primary education to poor rural 
children. The New School Programme features self-instruction manuals 
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and guides, student-built learning centres, peer teaching (students 
teaching students), extensive use of community resources, and a change 
in the role of teacher from communicator of information to resource 
person. The programme is now being expanded to cover all the rural 
primary schools in the country. It is also being studied by educators from 
other countries. 

British Columbia, a province in western Canada, has embarked on 
Year 2000, a new educational policy that is based on a set of 23 principles 
in four areas — learning and the learner, curriculum, assessment and 
evaluation, and reporting. Learning goals are identified in three spheres 
— intellectual, human and social, and career development. Official 
policy commits the province to the curriculum and describes the impli- 
cations for the teaching profession and governing structures. The 
financial requirements ($1400 million) and implementation schedule 
(10 years) are given, including target dates and detailed descriptions of 
the responsibilities of the ministry, schools, districts, universities and 
teachers’ unions. 


Story 43 WE The European “Health-Promoting Schools” programme 


In the Czech Republic, a blueprint was prepared for “The European 
Network of Health-Promoting Schools”, a joint project of WHO, the 
Council of Europe and the Commission of European Communities. The 
project was designed to promote better standards of physical, mental 
and social health in the school community. The aim was to develop a 
model conducive to the health of all those engaged in the school’s daily 
activities, to develop mutually productive contacts with parents and 
communities and, most important of all, to disseminate information on 
these ideas throughout the Czech school community. 

A consultative body for the project was established. Consistent 
information was provided to public, medical and educational institu- 
tions. An informative letter was circulated to all schools in the Czech 
Republic. 

Those involved in this project included the National Centre for the 
Promotion of Health, the Consultative Board of the project, the Ministry 
of Education, Youth and Physical Education, the Ministry of Health, 
educational authorities, the Institute of Hygiene and Epidemiology, 
district hygiene centres, teacher training establishments and educational 
counselling centres. 


Ee cw” 
Problem: A school health programme with inadequate standards. 
Solution: . A comprehensive school health programme involving all 


concerned parties. 
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The healthy school concept empowered local people, schools 
and other institutions, stimulating community initiative and 


providing appropriate services. 


Strategy: 


Outcome: Schools were stimulated to participate in the new system. 


Making education meaningful and culturally relevant 


Learning, not teaching, is the “active ingredient” in education. An envi- 
ronment that supports learning is one in which education is meaningful 
and culturally relevant to the learner. 


Story 44 @ Aboriginal syllabus introduced in Australia 


The school curriculum of New South Wales, Australia, was limited in its 
presentation of the history and culture of Australia’s indigenous people, 
the Aborigines. After decades of advocacy by Aboriginal organizations, 
the New South Wales Department of Education set up a committee to 
develop curricula that were culturally relevant to all students. The com- 
mittee included Aboriginal and non-Aboriginal teachers, union repre- 
sentatives, other professionals, and members of the community. The 
committee's first challenge was to break down the barriers of mistrust 
between its Aboriginal and non-Aboriginal members and between teach- 
ers and other professionals. None the less, within several months the 
committee had produced a new Aboriginal studies syllabus, which was 
introduced into schools in 1991. 


Ce 


Problem: The curricula of schools reflected the culture of the dominant 
non-Aboriginal society. 


Solution: The school worked with the community to develop culturally 
relevant education. 


Strategies: e Advocacy (by the Aboriginal people). 
e Building alliances (between school and community and 
between cultures). 
e Mobilizing resources. 
e Reorienting organizations. 


Adopting a comprehensive approach to health education 


In recent years there has been an increase in the popularity of compre- 
hensive school health programmes. A comprehensive school health pro- 
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gramme strives for complementary change in three main areas: the 
school health services, the school health curriculum and the school 
environment. 

In the area of school health services, a comprehensive health pro- 
gramme encourages nurses, dental staff, nutritionists, psychologists, so- 
cial workers and classroom teachers to work together rather than in 
isolation. 

The school health curriculum has often been developed with little 
input from health professionals and parents, and has often lacked re- 
sources. In a comprehensive school health programme, health becomes 
an integral part of the curriculum, taught either as a separate subject or 
combined with other subjects or both. It takes a comprehensive ap- 
proach to health, rather than treating it as a single issue, and offers 
learning opportunities throughout the child’s school life. 

In the school environment, there may need to be changes to the 
safety, lighting and cleanliness of the physical surroundings, as well as to 
the overall social climate of the school. Food services (or lack of them) 
are an important component since they may often conflict with the 
health teaching in school. 


Story 45 W Popular school heart and mind health programme 


The Dartmouth Health Promotion Study was a Canadian action research 
project that aimed to find out whether children’s health and school 
performance could be improved through a comprehensive school 
health programme. Parents, voluntary health organizations, the business 
community, the provincial department of health, the federal govern- 
ment and the local school board were all involved in planning and 
implementing the project. Based on a needs assessment, the programme 
targeted heart health and mental health in schoolchildren aged 9-12. 
The joint efforts of all partners have generated enthusiasm and have led 
to innovations that complement the curriculum and link it with health 
services and with the environment. The programme's influence is felt in 
the community as well. For example, a local bakery began to make 
“heart-healthy” muffins. At the end of the study’s pilot year, parents 
reported that their children were more confident in general, were 
choosing healthier foods and had increased their levels of physical 
activity. Ninety-six per cent of the parents said they wanted to be involved 
in the school health programme. 


o I —_—Ř— l aaa 
Problem: Educators wanted to provide a comprehensive school health 
programme and study its effect on schoolchildren and their 


parents. 
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Federal, provincial and local businesses and health 
organizations collaborated with parents to introduce and 
evaluate a programme in a local school board area. 


Solution: 


Strategies: ¢ Building alliances (among all levels of government, families, 
teachers and schoolchildren. 
e Empowering (of children and parents). 
e Mobilizing resources (local infrastructure and federal 
government funding). 
e Reorienting organizations (towards a comprehensive 
approach). 


Strengthening links between school and community 


To create a supportive environment for health, the educational system 
must respond to the learning needs of the community. This can mean, 
for example, reorienting the traditional role of students and teachers 
(see Story 12, page 17) or strengthening links between school and 
community. 

In many areas of the world, it is often not a parent who looks after 
younger family members but an older sister or brother. The Child-to- 
Child Programme described below shows how primary schools can be 
effective in helping children prepare for this role within the family and 
the community. 


Story 46 W Zambian children recognized as peer educators 


In Zambia, schoolchildren have long been seen as a ready means of 
conveying information to the community. Because many health prob- 
lems are preventable, health promotion has always been one of the focal 
points of child-to-child learning. The Child-to-Child Programme has 
tried to educate and encourage older children in their efforts to care for 
those who are younger. The five broad areas in which children can help 
each other have been identified as eating well, improving health, teach- 
ing good habits, monitoring growth and recognizing diseases early, and 
stimulating younger children by playing with them. To support the older 


children, activity sheets and simple books on health have been 
developed. 


ee... ee eee ee 


Problem: Older children who care for their younger siblings lack support 
to fulfil this responsibility. 


Solution: | Support the older children through formal channels and 
encourage them by praising their efforts and giving them the 
information and skills they need. 
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Strategies: ¢ Reorienting organizations (adjusting formal education to 
respond to community needs). 
e Building alliances (between the school and the community). 
e Empowering (of children to nurture and care for younger 
siblings). 
e Mobilizing resources (new learning materials developed). 


If an educational system is to be a catalyst for “healthy” social change, 
then it must also embrace the community’s health concerns. 


Story 47 W Success of a Norwegian child environment club 


The Blekkulf, or octopus, was the brainchild of a Norwegian woman who 
was concerned about the environment. The blekkulf appeared on televi- 
sion and in books as an environmental detective who pointed out all the 
harm that people did to nature. Later, the Norwegian Society of Nature 
Conservation took over the project and launched the Environmental 
Detectives’ Club which made children environmental detectives in their 
homes, schools and communities. Club members began to ask local 
authorities about the extent of harm to the environment. Local news- 
papers have published articles by the children and have publicized their 
ideas for cleaning up the environment. The club is flourishing in Norway 
and similar clubs are being launched in several other countries. 


a 

Problem: Community members were concerned that the formal school 
system was not involving children sufficiently in advocacy for a 
clean and healthy environment. 


Solution: Informal education of children through a television show, books 
and local newspapers was used to initiate a club of 
environmental detectives who advocated for cleaner 
environments. 


Strategies: « Advocacy (by children for cleaner environments). 
e Empowering (children). 
e Mobilizing resources (private citizens, media, children, 
environmental groups and the school). 
e Policy development (educating children to question policy- 
makers). 


Reorienting professional training 


The educational preparation of a professional group helps determine 
how that profession iS practised. Education of health professionals 
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must reflect concern not only for treatment but also for health 
promotion. na 

Traditionally, health care specialists such as doctors, nurses and 
therapists have been educated in relative isolation from each other. The 
shift of concern to “health” as well as “illness” suggests that health care 
in the future will be delivered by a team of professionals working to- 
gether in partnership. Health professionals will need to have a concern 
for the whole person and a realization that health is closely related to 
empowerment. Health professionals must be able to use a learner- 
centred approach in educating people about health. 

These changes will only be achieved by altering the content of and 
approach to the education of health professionals by: 


— introducing or increasing exposure to health economics, the 
determinants of health, health promotion theory and its relation 
to social justice; 

— extending field experience in community settings and in health 
care teams; 

— providing a richer, more balanced educational experience in 
terms of content, research and community practice. 


In addition to shifts in the educational preparation of health care pro- 
fessionals, there is growing interest in: 


— reshaping the education of public health workers towards positive 
health and community development skills; 

— examining the educational requirements of health promotion 
specialists. 


Story 48 W Multidisciplinary health education in Belgrade, 
Yugoslavia 


The Centre for Multidisciplinary Studies at the University of Belgrade 
has developed activities in health promotion in three basic directions: 


— training postgraduate students in health sciences (to obtain com- 
petent personnel for health promotion); 

— conducting multidisciplinary research projects (to educate health 
promotion specialists); 

— providing practical multidisciplinary field work in socioeconomic 
functioning and health in both urban and rural areas, 


Story 49 W Joint advocacy role of 3000 health organizations in India 


The Voluntary Health Association of India (VHAI) came into being in 
1974 when leaders of voluntary hospitals and health associations decided 
to promote community health in order to balance the overemphasis on 
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expensive hospital-oriented health services. Today, VHAT is a federation 
of more than 3000 health organizations throughout India and is working 
to promote social justice in the provision and distribution of health care. 
Its work spans a wide range of activities, including shaping public policy 
for health, providing training, involvement in public affairs and commu- 
nication for health. 

The advocacy activities of VHAI are directed at parliament and the 
press. The concerns of thousands of voluntary organizations in the 
health field go unnoticed by policy-makers, but the VHAI realized that it 
was in a position to bring these concerns to their notice and offer 
recommendations at decision-making and policy-making level in govern- 
ment ministries, the planning commission and parliament. Today, VHAI 
interacts with the main political parties to impress on them the health 
realities of the nation, highlighting areas needing immediate attention. 
Some of VHAI’s ideas and recommendations are now reflected in the 
manifestos of these political parties. 

With the formation of a new government in India in late 1990, 
VHAI’s persistent efforts led to assurances from the Deputy Prime Min- 
ister and the Minister of Health that there would soon be a comprehen- 
sive law on smoking with strict sanctions for offenders, a review of drug 
and agriculture policy, and increased importance given to primary 
health care. 

VHAI has also initiated work in areas such as environmental health 
and the problems of adolescent girls. A feature film and a booklet on 
these subjects have been produced with UNICEF support. In its advocacy 
efforts, VHAI has always been careful to establish close rapport with the 
media. 


EE ———— ee. ae 


Problem: Social injustice in provision and distribution of health care. 


Solution: A federation of 3000 NGOs was established to shape public 
policy for health through training, communication and 
involvement in public affairs. 


Strategies: * Policy development (policy alternatives offered). 
e Regulation (through new legislation). 
e Building alliances. 
e Advocacy (pressure groups). 


Outcomes: ¢ Media, parliament and government were made aware of 


health issues. 
e Political parties’ manifestos reflect health issues and action 


needed. 
e New legislation has been initiated. 
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Creating a supportive political environment 


A political environment that supports health is one in which politicians 
and decision-makers make “health promoting” decisions. Here educa- 


tion has three key roles: 


e the creation of an informed electorate able to identify problems, find 
solutions and take action; 

e the development of the electorate’s ability to influence decision- 
makers about the health impact of their decisions; 

e the preparation of leaders for the political arena. 


The stories that follow demonstrate the power of education to break 
down barriers between people and elected officials. 


Story 50 W Children as agents of change 


The aim of “Voice of the children” is to establish channels of communi- 
cation between children and decision-makers. It began in Norway after 
6000 schoolchildren sent cards or letters stating their concerns about 
the environment. From these statements, a “Children’s appeal” was put 
together and 10 children from various parts of the country met with six 
Norwegian leaders to challenge them in a debate on environment and 
development. The programme has since spread to Argentina, the 
former Czechoslovakia, Ecuador, Latvia, Malta, Uganda and the United 
Kingdom. 


a 


Problem: Children concerned about the environment and their future. 


Solution: “Voice of the children” provided a mechanism for children to 
contribute to public discussion and debate. 


Strategies: e Advocacy (for children to make their views Known). 
e Building alliances (between children in different countries: 
between NGOs and children). 
e Empowering (of children). 


Coordinated community efforts can effectively influence political 
decisions. 


Story 51 E Environmental forums lobby politicians in Norway 


Since 1988, over 20 different areas of Norway have organized community 
forums to discuss local environmental issues and decide how to address 
them. The outcome of this community education process involved a 
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combination of political pressure and practical activities to address spe- 
cific problems. For example, pressure on politicians resulted in a hazard- 
ous waste area being moved, as well as in a campaign against phosphates 
in detergents and against the building of a new highway. Practical ac- 
tions by the groups included cleaning up neighbourhood beaches and 
streets. Schools, churches, NGOs, businesses and labour organizations 
are all involved. 


a 


Problem: Numerous NGOs were working on environmental issues in 
isolation, with little result. 


Solution: The community prioritized environmental issues. All those 
concerned cooperated to solve specific problems through 
political and practical action. 


Strategies: ¢ Advocacy (for political action on environmental issues). 
e Building alliances (all parts of the community). 
e Empowering (of community to influence the political 
process). 
e Policy development (enlightened political decisions based on 
community aspirations). 


Conclusions 


The stories in this chapter demonstrate the potential of education in 
building a supportive environment for health. The application of action 
strategies in education can indeed facilitate change. Through educa- 
tion, individuals and communities can make a difference. 

Two things are required for education to realize its full potential: 
access to affordable, appropriate educational opportunities for all and a 
commitment to lifelong learning that empowers people. The most suc- 
cessful interventions are those that incorporate both formal and infor- 
mal learning experiences and that create a culture that values and 
supports lifelong learning. 

While the strategies for educational change are universal, they are 
applied in all kinds of settings (home, school, community, workplace) 
and at all different levels (local, regional, national). They are used to 
address problems as diverse as malnutrition, poverty, workers’ health, 
marketing by the tobacco industry, illiteracy, sustainable development, 
barriers to education in rural and socially disadvantaged areas, and the 
need for information about healthy lifestyles. 

The seven key strategies for the creation of supportive environments 
for health can be applied to education in the following way: 
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sT 


. Advocacy 


Public policy development — enlightened policy promotes education 
that is accessible, affordable, learner-centred and relevant to commu- 
nity needs. l 
Regulation — enlightened legislative policy that provides free 
access to education with health and environmental concerns on the 
curriculum. 

Reorienting organizations — finding a balance between formal and 
informal education, making a commitment to lifelong learning, 
making education more learner-centred, using community teachers 
and reorienting the training of health professionals. 

actions to confront inequities, overcome illiteracy, lobby 
for political action on environmental issues, create better working 
conditions, counter marketing initiatives of the tobacco industry, 
adopt a comprehensive approach to school health and create better 
living conditions in the community. 

Building alliances — between education systems and the private 
sector, education and health infrastructures, governmental and 


nongovernmental groups, the school and the community, among 
professionals and community leaders, and among decision-makers at 
local, regional and national levels. 

Enabling — a “healthy school” provides teaching that develops per- 
sonal skills to enable students to make healthy choices and to contrib- 
ute to the health of their families and communities. The school 
setting is supportive of healthy choices and is thus enabling for 
health. 

Empowering and mobilizing resources — promoting the active in- 
volvement of children, adolescents, adults, community leaders and 
workers in creating learning opportunities that support health. Also, 
the provision of finan d support for primary education for all; 
complementary financial support for basic education, adult lear ning 
and literacy programmes; private sector support for on-the-job train- 
ing; new leadership roles for students, teachers, parents and commu- 
nity resource people; the tr aining of local experts and the use of the 
positive potential of technology. 
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CHAPTER 7 
Food and nutrition 


The elimination of hunger and malnutrition is a fundamental objective 
of Healthy Public Policy. Such policy should guarantee universal 
access to adequate amounts of healthy food in culturally acceptable 
ways. 


(Adelaide Recommendations for Healthy Public Policy, 1988) 


Issues and problems 


The importance of food for health, well-being, and survival is universally 
acknowledged. Changes in food supply can play a tremendous role in 
the course of disease development in a society, in terms of both morbid- 
ity and mortality. The strong connection between population growth 
and food supply demonstrates the need for a multisectoral approach to 
the problem of food shortage. 

Food security is of primary importance to individuals and societies. 
The need for food rationing and the threat of hunger led in the past to 
the first government attempts to formulate food and nutrition policies. 
Most policies are concerned with food security but few address nutrition- 
ally related ill-health or disease. 

In terms of health, it is the shortage of food which constitutes the 
main problem in many parts of the world. It is a striking paradox that 
while millions are unable to obtain the daily minimum subsistence food 
ration — among them, millions of children suffering from malnutrition 
— others suffer from obesity and other problems related to overeating. 

This chapter deals with the challenges of too much and too little, of 
limited resources, gaps in the line of responsibility, competing interests, 
natural disasters such as drought, and what individuals with creative 
ideas and the ability to realize them have accomplished. It is a tapestry of 
‘deas and activities that have made a difference. Not all the activities 


| Healthy public policy: Adelaide recommendations. Conference statement of the Second International 
Conference on Health Promotion, Adelaide, A ustralia, 5—9 April 1988. Geneva, World Health 
Organization, 1995 (unpublished document WHO/HPR/HEP/95.2; available on re- 
quest from Division of Health Promotion, Education and Communication, World Health 
Organization, 1211 Geneva 27, Switzerland). 
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were successful; some are unfinished, others did not work. But, because 
failure may teach as much as success, these efforts are also included. 
There are three main targets in creating supportive environments for 


healthy nutrition. They are: 


— food security, 
— food safety, 
— healthy eating. 


The importance of each target varies from country to country and there 
are huge differences between rich and poor nations. 


Food security 


Food security includes safe and continuous access to food in a sufficient 
quantity and of a quality that meets the need for a healthy nutritional 
status in the population. It is said that agriculture does not lack resources 
but lacks policies to ensure that food is produced where it is needed and 
in a manner that sustains the livelihood of the rural poor. This challenge 
can be met by building on past achievements and devising new strategies 
for food security. 

Food security depends on global production and the structure of the 
world food market. Many countries do not produce enough food to feed 
themselves, and the international community has not succeeded in es- 
tablishing a sustainable situation for the poor countries. While there are 
“food mountains” in one part of the globe, people starve in another. 


Food safety 


The world still faces great problems of foodborne diseases associated 
with contamination of the food supply. WHO estimates that each year 
there are 1300 million cases of acute diarrhoea in children under five 
years in the developing world. A substantial number of these are due to 
microbially contaminated food. It is also clear that much food is lost as 
a result of spoilage. Other threats to safe food include different chemi- 
cals that end up in our food products — pesticides, fertilizers, veterinary 
drugs, food additives (preservatives, sweeteners. colouring agents) and 
various pollutants from industrial waste as well as natural toxins. Some of 
these agents enter the food chain because people are unaware of their 


dangers. 
Healthy eating 


Healthy eating relates to both the quantity and quality of food 
consumed. Sometimes food that contains a sufficient variety of 
macronutrients and micronutrients is simply not available. People may 
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not know what constitutes healthy food and good nutrition. Traditional 
food may be forgotten and a change of lifestyle may include eating 
unhealthy food with too much fat and sugar and too little fibre, as is the 
case in many industrialized countries. Eating habits are influenced by 
many forces in society, such as food production and processing, market- 
ing, consumer pressure, and tradition. Similarly, many forces have to be 
applied to bring about change in eating habits. 


Activities and solutions 


Many efforts to create a supportive environment for health in the food 
and nutrition area were reported and discussed in Sundsvall. Some of 
the stories, without sharp distinctions between different categories, are 
presented here under the following headings: 


e Food policy and intersectoral collaboration 
e Food shortage — coping with too little 

e Supporting healthy food choices 
Vulnerable groups in nutrition 

e Women’s role in food and nutrition matters 
Approaches to better food safety 

e Education for better nutrition. 


Food policy and intersectoral collaboration 


Intersectoral collaboration is crucial to nutrition policy. The health 
sector, which is responsible for identifying ill-health and its causes, 
cannot respond adequately without participation by other sectors. 
Health goals may be set as part of a food and nutrition policy, but 
intersectoral collaboration is needed to achieve them. 


Story 52 W Regional WHO conference highlighted food policy needs 


In 1984 the WHO Regional Office for Europe began a new programme 
on nutrition. The new programme officer began by determining who 
was responsible for nutrition policy in the ministries of health of Mem- 
ber States. The answer was usually no one. Food safety was of national 
importance and often regulated by health authorities, food security was 
dealt with by the ministries of agriculture, but there were usually no 
health-oriented food and nutrition policies. As might be expected when 
no one was responsible, no goals or targets existed and no surveillance 
was carried out. Since the situation was not regularly reviewed, plans for 
improvement were not developed. : 

The officer decided that the most important goal would be to get the 
involved parties together for discussions, to try to get nutrition policy on 
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the agenda of the ministers of health. A regional conference on nutri- 
tion policy was planned and ministries of health were invited to send 
delegations which included representatives from health, agriculture, 
media, consumer unions and the food industry. The countries were also 
asked to prepare a report on the status of food and nutrition policy. 

The first WHO Regional Conference on Food and Nutrition Policy 
took place in Budapest, Hungary, in October 1990. Delegations from 
national governments, as well as representatives of nongovernmental 
agencies, took part in the conference. With scientific presentations, 
workshops using case studies and a discussion forum on special topics 
and the current state of knowledge, an overview of many national pro- 
grammes was presented and discussed. The most important outcome, 
however, was the renewal of interest among decision-makers in the 
health area. 

The strategy for a nutrition policy might seem a straightforward 
technical matter, mapping and defining the health problems related to 
nutrition in society, setting goals and targets for improvement and 
finding the ways and means to achieve a healthier future. The problems 
differ tremendously around the world, from eross deficits in food pro- 
duction, problems of distribution, poor preparation and inadequate 
composition of food resulting in deficits of vitamins, to excess and highly 
concentrated sources and overconsumption of nutrients. Consequently 
each society must create its own policy and change it as necessary accord- 
ing to changes in the health situation. 

Norway was one of the first countries to launch an official nutrition 
policy (see Story 2, page 12). Later, the Netherlands, Iceland and Malta 
also developed national food policies. The Norwegian policy focused on 
health goals, and aimed primarily to reduce the amount of fat in food. 
The adoption of this policy has since resulted in a decrease in coronary 
heart disease in Norway. Once nutrition is on the health agenda, a 
continual re-evaluation and refocusing of effort will be needed. One of 
the most significant contributions to the development of nutrition poli- 
cies was the FAO/WHO International Conference on Nutrition in 
Rome, Italy, in 1994. 


Story 53 W Policy change in China improved food production 


The authorities in China wished to stimulate farmers’ initiative in order 
to increase agricultural production and improve farmers’ living stand- 
ards. Previously the state authorities had controlled almost every aspect 
of agriculture, from production to sales. Farmers were not involved in 
determining agricultural policy to any great extent and they lacked the 
initiative to improve production. This resulted in insufficient food sup- 
plies. Then the government changed its policy and signed contracts with 
farmers, giving them the right to make their own decisions about the 
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land they farmed and encouraging them to diversify their output. The 
authorities allowed the farmers to run collective businesses and to sell 
their own farm produce. The farmers showed great initiative in improv- 
ing their output, and their standard of living improved. Now there is a 
sufficient supply of food for the market. 


NN  — 


Problem: Lack of farmers’ initiative to increase production. 
Solution: Contract with farmers to give them right to run their own lands. 
Strategy: Policy development (stimulating farmers to increase production). 


Outcome: A sufficient supply of food for the market, and an improved 
standard of living for the farmers. 


Story 54 W Ethiopian food policy 


In Ethiopia, after recurrent famines, all government ministers met with 
representatives of international bodies (FAO, UNICEF, WHO), market- 
ing institutions, NGOs and various political organizations to discuss 
priorities in order to make a strategy for disaster prevention and pre- 
paredness. The strategy involves conservation measures, food preserva- 
tion techniques, the introduction of a mixed economy, a proper pricing 
system, delivery of the minimum per capita calorie requirement and 
promotion of good eating habits. Pressure to finance relief programmes 
delayed the implementation of the strategy. 


eee aaa 


Problem: Recurrent famines. 


Solution: | Gain recognition of problem, nationally and internationally. 
Strategy: Policy development. 


Outcome: Uncertain because of delay. 


Story 55 W Multilevel campaign against heart disease in the 
United Kingdom 


A regional effort was made in Wales, United Kingdom, primarily to fight 
coronary heart disease by reducing the amount of fat in food. Heartbeat 
Wales addressed all levels, from food producers to consumers. The 
producers were persuaded to switch to animal breeds with less carcass fat 
in order to produce leaner meat. The food processors were asked to 
manufacture low-fat dairy products and the consumers were addressed 
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by education and information campaigns in schools and the media. The 
market responded to consumers’ demands. Institutions and organiza- 
tions that were big consumers of food, such as hospitals, were also 
addressed. The butchers were taught how to cut meat so as to present 
the lean parts, and the supermarkets and delivery services learned to 


market and advertise low-fat products. 


Problem: Too much fat in food products. 
Solution: | Reduction of fat in food products. 


Strategies: « Advocacy (involving food producers). 
e Enabling (healthy consumer choices). 


The initiators of Heartbeat Wales understood that to reduce the 
amount of fat consumed, all the links in the food chain from the 
producers to the consumers needed to be strengthened. Where a free 
market policy is operating, this forms a circle. The producers, wholesal- 
ers, retailers and food outlets respond to consumer demand, but the 
consumers will not change their demand until they are convinced of the 
benefit of such a change and have the options for choice. 

This story is from a developed country where overconsumption is the 
main nutritional problem. Intersectoral cooperation is equally impor- 
tant in other parts of the world where scarcity and hygiene problems are 
common. 


Story 56 M Transportation Support saved large crop in Zambia 


One year there was a very good harvest of maize in Zambia, one of the 
country’s staple foods. The good harvest was the result of use of subsi- 
dized fertilizers and good rains. The government was concerned that the 
Ministry of Cooperatives had inadequate transport to collect the maize. 
Consequently trucks and lorries from all other ministries were mobilized 
for maize collection for two weeks. The maize was collected in good time 
and was distributed to all provinces. Farmers were happy and were 
motivated to grow more maize the following year. 


Problem: Lack of transport facilities for collecting the maize harvest. 
Solution: All ministries collaborated in maize collection. 
Strategy: Mobilizing (transport resources from all ministries). 


Outcome: Maize was collected in good time. 
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These are different stories of intersectoral cooperation for health. In 
very different situations, taking the trouble to create cooperation at 
various levels can yield good results. 


Food shortage — coping with too little 


In some developing countries drought is a life-threatening problem, 
especially as it affects food production. Drought control is a priority in 
many countries, particularly in Africa. The great dam on the river Nile is 
one example of an enormous centralized effort to increase the area 
available for agriculture, although this has also led to unforeseen side- 
effects such as a rise in some diseases. 


Story 57 W Women struggle against drought in the Gambia 


Rural women in the Gambia were responsible for 90% of rice produc- 
tion and 100% of vegetable gardening. A 20-year drought resulted in 
most freshwater rice fields drying out. Salt water began draining into the 
fields. A well-organized and motivated group of village women took up 
this issue and implemented a land reclamation system devised by the 
Department of Water Resources and the Soil and Water Management 
Unit of the Department of Agriculture. The programme was initiated in 
1987. Anti-salt dykes were erected to retain fresh water, and water was 
regulated upstream. Salt water was drained from the entire area. Produc- 
tion and yields have increased. These successes led to aid for further 
development being provided by international aid organizations. 


ee 


Problem: Drought and food shortages. 


Solution: Introduction of a system to prevent water run-off and draining of 
salt water. 


Strategies: * Enabling (using new technology and women’s skills). 
e Policy development. 


Outcome: Increase in yield and food production. 


Story 58 W Far-reaching land reform in the United Republic 
of Tanzania 


After independence the Tanzanian government made it a policy that 
every Tanzanian should have access to land. The aim was to increase 
employment through free agriculture and to build the confidence of the 
people. Traditional land tenure was abolished in areas where it existed. 
People were reorganized in villages. With these drastic changes, prob- 


69 


CREATING SUPPORTIVE ENVIRONMENTS FOR HEALTH 


lems of adjusting to change and adapting to new ways of living and 
working together developed. Political mobilization and education have 
helped to solve some of these problems. Land distribution is nota 
problem in itself. However, some people prefer to live in certain areas 
rather than others because of transport, water, climate and availability of 
social services. This therefore causes a shortage of land. 


Problem: Lack of employment after independence. 
Solution: Increase of employment through free agriculture. 


Strategies: ¢ Policy development (free access to land). 
e Regulation (traditional land tenure abolished). 


Outcome: Development of a new social strucure of living and working 
together. 
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Story 59 E Resettlement scheme works in Zambia 


Zambia faced the challenge of meeting the growing needs of urban 
retired people. On retirement, many wanted to return to their villages of 
origin but had no right to land where they could settle and begin 
farming. After retiring, therefore, they ended up in poor urban accom- 
modation where living standards were low. There was also a high per- 
centage of unemployed young people. Since 1987 the government 
has been acquiring land under a resettlement scheme. Retrees and 
unemployed young people are given land portions under the scheme 
and receive loans at low interest rates. The scheme relies on negotiations 
with village chiefs. In this way, the formerly unemployed youth 
and retired people contribute to food production and land use is 
maximized. 
a S 
Problem: No right to land for retired persons and young people who 
wished to start food production. 


Solution: Retirees and young people were given land portions in 
resettlement areas. 


Strategies: * Policy development (resettlement schemes). 
e Mobilizing (by involving unemployed young people and retired 
persons), 
e Regulation (low-interest loans). 


Outcome: Previously unemployed young people and retired persons 
contribute to food production. 
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Monocropping or back to basics? 


The industrialized world has tended to guide the agricultural practices 
of developing countries. Agriculture in industrialized countries often 
relies on modern technology and stable climatic conditions, with a basis 
of cash crops and trade to obtain a sufficient variety of food. Many 
developing countries are concentrating on a single cash crop with the 
hope of competing on international markets and ensuring positive cash 
flow. When, for whatever reason, these countries do not obtain the 
expected income, they may no longer have an adequate local supply of 
staple food of sufficient variety to provide adequate nutrition. For the 
farmer it may be more profitable, for example, to grow tobacco for 
export rather than to grow food. Once again, health can be linked with 
the environment since forests are destroyed to provide wood for fires to 
dry tobacco leaves. 


Story 60 W Soya bean gains acceptance in Zambia 


A project in Zambia combined the efforts of the Ministries of Agriculture 
and Social Welfare and Community Development, donor agencies such 
as the Norwegian Agency for International Development (NORAD) and 
the Swedish International Development Authority (SIDA), as well as 
nutrition specialists. Maize farming and the growing of cash crops such 
as cotton, tobacco and sunflower had received a lot of emphasis. This 
had not helped reduce childhood malnutrition which was increasing 1n 
Zambia. Since 1989, the growing of soya beans has been intensified. The 
introduction of soya bean products in most Zambian dishes was not well 
received initially but is gaining acceptance. Communities and especially 
mothers have now adjusted to adding soya beans when preparing meals 
for their children and families since they have learned about their 
nutritional value. The soya beans grow easily without fertilizers. 


ww ee O 


Problem: Increased farming of cash crops instead of a variety of 
staple foods was accompanied by an increase in childhood 
malnutrition. 


Solution: Introduction of soya bean products. 


Strategies: « Advocacy (education about the value of soya beans). 
e Enabling (local cultivation encouraged). 


Outcome: Acceptance of the use of soya beans in Zambian dishes. 
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Story 61 M Food changes reduced malnutrition in Bolivia 


In an area of Bolivia, community health workers held meetings with the 
community to find out if people were aware of their children’s malnutri- 
tion. The reasons for malnutrition were discussed. An Italian aid organi- 
zation worked with the community health workers to teach people the 
nutrition value of foods they usually did not use, such as carrot leaves, 
mixed beans, some cereals and soya. People started small farms around 
their houses, cultivating vegetables and fruits. They were taught to avoid 
diarrhoea and other infectious diseases, and were shown how to prepare 
food that was both safe and nutritious. This combined effort led to a fall 
in the prevalence of malnutrition from 45% to 10%. Experience gained 
in this small community of 2700 inhabitants will be applied to other 


places in the region. 


es 


Problem: Malnutrition among children. 


Solution: Increased production of vegetables and fruits, plus preparation 
of meals with nutritious foods not previously used locally. 


Strategies: ¢ Mobilizing (small farms Started). 
e Enabling (increased local production). 
e Advocacy (people educated about nutrition and infectious 
disease). 


Outcome: Great reduction in malnutrition in the community. 


Supporting healthy food choices 


A common complaint in industrialized countries is that people are 
“eating themselves sick”. Epidemics of nutrition-related diseases such as 
coronary heart disease, obesity and diet-related cancers are seen in many 
countries as they progress from poverty to prosperity. The biggest nutri- 
tional problems come from too much food, too much fat, and too little 
fibre and starch in the food. The least privileged groups — often the 
least educated and working-class groups — suffer most from unhealthy 
eating habits. Action to address this problem must therefore incorporate 
a strong social dimension. 

Encouraging new and healthier lifestyles is often a slow and difficult 
process. A few large-scale community intervention studies have been 
conducted with the goal of developing a more supportive environment 
for choosing a healthier lifestyle. In Scandinavia (the North Karelia 
Project, the Norwegian study, the Stockholm Cancer Prevention 
Programme), the United States of America (the Five Cities study, 
the Minnesota Heart study, Pawtucket and others), in the United 
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Kingdom with Heartbeat Wales and in Germany with the German 
Cardiovascular Disease Prevention project (GCP), massive well-directed 
interventions have been undertaken with nutrition as one of the main 
focal points. 

In Germany, the Ministry of Research and Technology, in coopera- 
tion with the Ministry of Health, has conducted its largest-ever study on 
influencing behaviour in communities. Eight intervention centres Car- 
ried out campaigns against smoking, hypertension and hyperlipidaemia, 
promoting physical activity and healthy diets among 350000 people. The 
GCP used multiple innovative projects to inform and inspire people to 
make healthier choices. 


Story 62 W “Fitburgers’ replace “fatourgers” in Germany 


In Berlin-Spandau, health fairs, marathons and other sports events with 
a focus on health were used to get people together. Many families 
participated in the “triathlons”, in which three family members each 
took part in separate sports events such as running, swimming and 
cycling. Spectators were given information about healthy living and were 
offered “fitburgers” as an alternative to traditional hamburgers. The 
benefits of low-fat food, such as fresh vegetables (tomatoes, lettuce, 
cucumbers, red peppers) on a whole grain roll were discussed and the 
spectators were asked their impressions of this alternative to fatty foods 
such as burgers or sausages. The health fairs were held on a number of 
occasions, such as the celebration of the 750th anniversary of Berlin, 
sponsored by the President of Germany, when guests were present from 
political, cultural, business, media, administration, sport and church 
spheres. These visitors were encouraged to spread the message in their 
areas of influence about healthier food choices. 

A similar tactic, using public events such as street festivals, involved 
people in colourful costumes who carried healthy snacks and were 
trained to make contact with people, offer them low-fat and low-choles- 
terol snacks, and record their reactions. An evaluation showed that 
women were more enthusiastic than men, people over 25 years of age 
were more interested than younger people, and overweight people and 
single people were less willing to try the low-fat alternatives than those 
living in families. 

_—7rne ee EEE CC 


Problem: Unhealthy eating habits. 


Solution: Campaign for healthy nutrition, combining entertainment, sports 
activities and education. 


Strategy: Advocacy (healthy food promoted at fairs and sports events). 
SR SS Ea 
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Story 63 Œ Contests to stimulate healthier eating 


Creative competition is often successful in promoting change. In Wales, 
United Kingdom, a grading and premium scheme was introduced to 
reward farmers for producing high quality low-fat lamb. There were also 
contests for making sausages with the lowest amount of fat. 


Story 64 Œ Contest boosted sales of low-fat milk, cut heart disease 


The consumption of low-fat milk had been promoted in Norway, but not 
very successfully. A nutrition consultant came up with the idea of a 
contest between local schools in one county to see who could build the 
biggest “house” of low-fat milk cartons? The contest resulted in an 
immediate rise in the consumption of low-fat milk, which seems to be 
continuing. The rate of coronary heart disease in the county has been 
markedly reduced. 


———  ——————— 


Problem: Low consumption of low-fat products, high rate of coronary 
heart disease. 


Solution: | Promotion of the use of low-fat milk. 
Strategy: Raising awareness (by organizing a school contest). 


Outcomes: ¢ Rise in low-fat milk consumption. 
e Fall in coronary heart disease. 


ee 


Schools and canteens 


Schools are also an area of action for better nutrition, not only in terms 
of the curriculum but also through practical measures. 


Story 65 W Students run health canteen 


The National Nutrition Council in Norway and the WHO Regional 
Office for Europe have promoted healthy eating habits in schools and 
have invited schools to come up with ideas for improvement. 

At a school in Oslo, Norway, the teachers realized that students had 
unhealthy eating habits. They ate sweets and cakes while at school and 
did not eat a proper breakfast. Staff and students set up a canteen at the 
school, run by the students themselves who also prepared some of the 
food. The food included whole grain bread with healthy spreads, plus 
fruit, vegetables and varieties of salad. The prices were only a little above 
cost and surplus income was used to improve the physical environment 
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of the school by painting and decorating. The school received a prize for 
health promotion from the Directorate of Health. 


oo aaalllt 


Problem: Unhealthy eating habits among school students. 


Solution: Creation of a student-managed school canteen with healthy 
food. 


Strategies: Ħ* Empowering (of students). 
e Building alliances (between teachers and students). 
e Raising awareness (of unhealthy eating habits). 


Outcomes: ¢ Improved eating habits. 
e Money to improve the physical environment of the school. 


Story 66 W Healthier canteen food in the Netherlands 


As part of the Netherlands Heart Foundation Project two dietitians 
visited more than 100 canteens of large companies in order to advise 
canteen managers on how to achieve a more balanced and healthy 
variety of food. The advice given was based on the Dutch Nutrition 
Council’s guidelines for healthy nutrition. These guidelines recommend 
canteens to introduce more low-fat or less fatty food, with a stronger 
emphasis on meals that include bread, potatoes, vegetables and fruit. 
Other recommendations are variety in the assortment offered, smaller 
portions of cheese and meat and smaller snacks, low prices and attractive 
presentation of healthier foods. The dietitians have written a manual on 
providing a more balanced assortment of canteen food which serves as a 
guide for canteen managers and contains a checklist to assess the variety 
of food available. The manual includes suggestions for healthier ways of 
preparing food. This project has now been incorporated in a healthy 
workplace project which includes concerns such as smoking, fitness and 
stress management. 


, a nl 
Problem: Unhealthy food assortment in company canteens. 


Solution: | Guidelines for healthier food for canteen Managers. 


Strategy: Raising awareness (by advising canteen managers on healthy 
nutrition and a healthy lifestyle). 


Outcome: A manual on healthy canteen food. 
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Food labelling 


Some countries have regulations on labelling that require the nutrition 
content of a food product to be listed on the label so as to make choice 
easier when one is looking for healthy food. Food products need to be 
labelled in a useful way. Information on nutritional value is often 
written in small print and means very little to many people. Advertising 
and marketing at food outlets and in supermarkets are also needed. In 
many places healthy foods are now displayed according to quality rather 
than according to brand (such as, for instance, a display of low-fat 


products). 


Story 67 W Dietitian initiative hastened labelling in the Netherlands 


In the Netherlands a decree on nutrition labelling was approved in 1988. 
Important aspects were that nutrition labelling of food products was 
voluntary but that, if it was provided, it was compulsory to indicate 
energy, fat content, protein and carbohydrates. No uniform format was 
specified. Dietitians of the Netherlands Heart Foundation were aware 
that some parts of the food industry were interested in providing nutri- 
tion labelling but that objections from management and the lack of a 
uniform format needed to be overcome. In the Netherlands there is also 
an organization that provides uniform consumer-friendly nutrition la- 
bels (Stichting Beneer Voedings-waardewyzer). A dietitian was appointed to 
the labelling organization by the Netherlands Heart Foundation to en- 
courage manufacturers to provide uniform nutrition labelling of food 
products. European Community regulations on nutrition labelling were 
approved in 1990. The uncertain outcome of the European regulations 
made many Dutch food manufacturers hesitant to introduce nutrition 
labelling during 1989. However by 1990, nutrition labels for about 1500 
food products were issued by 60 food manufacturers. 


Story 68 W A green keyhole means healthy food in Sweden 


In Sweden, a simple symbol — a green keyhole — is printed on the 
packaging of food that meets certain criteria for healthy food. This is a 
simple way of labelling which makes a healthy choice easier for consum- 
ers. The initiative was first tested in a local cardiovascular prevention 
programme in Norsjö in the north of Sweden. Local producers and 
stores started labelling food products in this way and this local activity 
spread to other counties and municipalities of the country. Eventually 
food producers, wholesalers and the National Board of Nutrition re- 
sponded to local pressure and set up a panel that made the green 
keyhole a national symbol of healthy food choice. The green keyhole on 
the label has now become a factor in advertising and sales. 
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Problem: No uniform format for food labelling. 
Solution: A local pilot project. 


Strategy: Advocacy (by professionals and retailers to introduce labelling 
on a wider scale). 


Outcome: More uniform food labelling nationwide. 
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Vulnerable groups in nutrition 


Not all groups are easily reached by education and information on a 
healthy diet. Low-income groups constitute a risk group in this regard. 


Story 69 W Booklet targets low-income workers 


The problem of low-income workers eating an unhealthy diet was taken 
up in the United Kingdom. This population was difficult to reach but 
attempts were made through “bed and breakfast” accommodations 
where people are offered a room and minimal catering facilities while 
they wait for state-subsidized housing. Families were interviewed about 
their food preferences, shopping habits, catering needs, facilities in the 
home, dietary preferences and so on. A booklet was produced contain- 
ing recipes stressing low fat content and high fibre-rich starch. There is 
a continuing discussion on how this type of resource material is best 
distributed to such a diverse and dispersed population. 


E  _ al 


Problem: Unhealthy eating habits among low-income groups. 
Solution: | Publication of a special manual on healthy eating. 


Strategy: Enabling (booklet on the preparation of healthy food). 


In many countries it is still customary for the older men in the household 
to get the best and biggest portions of food. Data from global surveys 
indicate that men get priority when family food is distributed. It is 
imperative not to forget the needs of vulnerable groups and the coming 
generation, especially pregnant women and small children. 


Story 70 @ Maternal food supplements improve birth weight 
in the Gambia 


The Gambia Food and Nutrition Association and the Department of 
Medicine and Health created an aid programme involving several inter- 
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national aid agencies for the purpose of increasing birth weight and 
decreasing malnutrition of children. Gambian women were offered a 
dietary supplement during pregnancy and this resulted in a net increase 
in energy intake of 431 kcal/day. In the rainy season, when the women 
normally lacked calories because of food shortages but still had a high 
agricultural workload, the supplementation improved birth weight by an 
average 224g and reduced the incidence of low-birth-weight babies 
(<2500g) from 28.2% to 4.7%. This supplementation has now been 
expanded to 629 villages serving some 44000 women. The success of the 
programme relies on a dedicated association and international aid. 
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Problem: Malnutrition among pregnant women, low birth weight of 
children. 


Solution: | Food supplementation to pregnant women. 
Strategies: ¢ Building alliances (collaboration between national and interna- 
tional organizations to create a national programme). 


e Enabling (through dietary supplements for pregnant women). 


Outcome: Increase in birth weight of newborn. 


Story 71 WE Networking for improved health of pregnant 
women in Canada 


A project named “Healthy Beginnings” was started in Toronto, Canada. 
Many disadvantaged women were not eating well and were not gaining 
enough weight in pregnancy despite counselling programmes. Many 
smoked and many had poor appetites because of high stress. Many were 
isolated or abused, lived in poor housing, had only recently arrived in 
Canada, were unemployed, had no child-care possibilities or were short 
of food. The Toronto public health department and a food bank worked 
together to develop a Wednesday morning programme just for pregnant 
women. Fund-raising is done by the food bank. The women receive a 
large quantity of healthy foods, and a dietitian and public health nurses 
attend the programme. Hot food is prepared, usually by one of the 
women. The atmosphere is warm and friendly, and the women can talk 
privately with the nurse about any problems they may have. They may 
be referred to other programmes in the community, such as day-care 
centres, parenting programmes, shelters or legal aid. 

This programme resulted in much more than better nutrition and 
shows how offering people a meal can support the environment for the 
unborn in many ways. The programme built up to an attendance of 45 
women each week. The women were mostly immigrants to Canada from 
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all over the world. From being isolated they quickly formed networks 
with each other, helped translate for each other and welcomed newcom- 
ers. Most of them changed from being shy or passive to participating 
actively and feeling they belonged. 


nnn EEE 


Problem: Underprivileged women were not gaining enough weight in 
pregnancy and did not have a healthy lifestyle. 


Solution: Creation of a centre where the women received food and 
were given information and education in health matters and 
pregnancy. 


Strategies: ° Advocacy (food bank, health department). 
e Enabling (food, social support). 
e Empowering (through alliance building, education). 


Outcome: Increased gain in weight of pregnant women, increased social 
contact between women. 


Vulnerable groups include newborn children, breast-feeding mothers, 
persons who are isolated (such as those who are hospitalized or have 
physical handicaps) old people, immigrants and indigenous people 
around the world. 


Story 72 W The Philippines adopts breast-feeding code after 
women’s protest 


In 1990, the Innocenti Declaration “On the Protection, Promotion and 
Support of Breastfeeding” was adopted at a WHO/UNICEF meeting. 
The declaration states that, as a global goal for optimal maternal and 
child health and nutrition, “all women should be enabled to practise 
exclusive breastfeeding and all infants should be fed exclusively on 
breast milk from birth to 4-6 months of age.” One example of inappro- 
priate marketing has been that of breast-milk substitutes in developing 
countries whereby efforts were made to convince women that the substi- 
tutes would give their children better nutrition than breast milk. 

In the Philippines action was taken against this practice. A code of 
ethics was drafted in 1975. In collaboration with WHO and various 
expert groups, a final draft was agreed in 1983 but adoption of the code 
by the country’s legislative body was still pending in 1985. 

In May 1985 some 500 Filipino women gathered in the town of 
Makati to breast-feed their children in the streets in protest against the 
inappropriate and aggressive promotion of bottle-feeding that was re- 
sulting in poor health of infants. This demonstration — the first of its 
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kind to be staged by Filipino women on the issue of breast-feeding — was 
the culmination of several years of resolute efforts to create nationwide 
awareness that the mother’s milk is best for the baby. The demonstration 
was organized by the National Coalition for the Promotion of 
Breastfeeding and Child Care, a private organization launched in 1983 
and affiliated to the National Movement for the Promotion of 
Breastfeeding. This mass action by the mothers rekindled public interest 
in the draft code of ethics which was signed by the legislature in 1986. 


Problem: Decline of breast-feeding due to inappropriate marketing of milk 
substitutes. 


Strategies: ¢ Building alliances (organizations). 
e Mobilizing (of mothers). 


Outcome: Adoption of the code of ethics in 1986. 
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Story 73 E Elderly people become “nutrition neighbours” in Canada 


A project in Vancouver, Canada, used peer discussions to increase enjoy- 
ment of healthy eating among older people living alone. The project was 
called Nutrition Neighbours. Discussions with 13 community groups 
reached approximately 285 old persons. A Nutrition Neighbours 
manual was produced and a group of old people interested in helping 
others with their nutrition needs was created. Six active Nutrition Neigh- 
bours continue to work in the community and have applied for funding 
to support new initiatives. Some Nutrition Neighbours became active in 
food-related projects with other groups and some groups of old persons 
started eating together regularly. More than 700 copies of the Nutrition 
Neighbours manual were distributed across Canada and in other 
countries. 

i E 
Problem: Concern about malnutrition among old persons, especially those 

living alone. 


Solution: A project that encouraged older people to take their meals 
together. 


Strategies: e Raising awareness (of nutrition problems among older 
people). 
e Empowering (by arranging self-help groups where old people 
got together to eat). 


Outcomes: è Several self-help groups have been created. 
e A Nutrition Neighbours manual was published. 
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Story 74 WŒ Subsidized healthy food by air in Canada 


In Canada it was seen that in many indigenous communities, such as the 

Inuit, the availability and consumption of indigenous food had been 
declining, particularly among young people. The reasons for this in- 
cluded concern about contamination of the food chain, lack of material 
resources for hunting and fishing, outside influences such as those in 
the media, and local pressures on the resource base. Furthermore, many 
settlements were in remote areas that were not fertile enough to support 
new types of food production. The alternative of buying imported food 
was expensive and people often had only meagre incomes. A subsidized 
air delivery system was introduced to take food to the most remote 
communities but this failed with great financial loss because it lacked a 
firm policy. The situation was reviewed in 1990 by an interdepartmental 
committee. It was realized that without subsidized air delivery of food the 
nutrition status and health of residents in the north of Canada would be 
jeopardized. In 1991, after extensive consultations involving 189 com- 
munities and several agencies, a policy was agreed on. The federal 
government decided to restrict the subsidy to nutritious food, give prior- 
ity to perishable items, stabilize the amount of the subsidy and extend it 
to all isolated communities on the air delivery network. This action 
affirms the importance of health in determining food-related policies. 


a 
Problem: Declining interest in eating indigenous food in Indian and Inuit 
communities. 


Solution: | Change in subsidy policy with emphasis on nutritious food, 
creation of an air delivery network to all isolated communities 


Strategies: ¢ Policy development (change in government policy). 
e Building alliances (interdepartmental cooperation). 


Outcome: Transportation of nutritious food to remote communities. 
MMi aS o ae 


Women’s role in food and nutrition matters 


Women represent half the world population and one-third of the 
labour force, yet they receive only one-tenth of total income and own less 
than 1% of all property. They also account for two-thirds of all working 
hours. 

Women’s role in the food chain is far greater than simply the final 
phases of cooking and preparation. Women play a part in the food 
industry as well as in agriculture. After the 1974 World Food Conference, 
the United Nations adopted a resolution that called on all governments 
to promote equal rights and responsibilities for men and women in 
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order that their energies, talents and abilities could be fully utilized in 
the battle against world hunger. 

In North Karelia, Finland, where there is a very high mortality rate 
from cardiovascular diseases, women played a key role in initiating and 
implementing social change by influencing the supply of food products 
in the shops and training housewives to adapt to new food habits. 

While heavy responsibilities are often placed on women in this con- 
text, the matter of women’s rights may be more ambiguous. 


Story 75 W Gardening project improves the situation of women 
in Zambia 


A story from Zambia tells about a project in a peasant farming area 
where the main food produced was maize, which was sold to coopera- 
tives. The income from sale was kept by the men, who either used it for 
their social needs or put it in the bank. The women and children, who 
contributed considerably to maize, cotton and sunflower production, 
benefited very little. An intersectoral approach has encouraged women 
to grow vegetables for sale and for home consumption. The men have 
little control over the money raised through gardening. The women are 
also encouraged to make sunflower oil to increase the energy content in 
the family diet. Women are now able to make decisions about gardening 
and a rural banking scheme has been introduced in the project area. 
The nutritional status of children has improved and is monitored by the 
women themselves. Women’s clubs have been provided with scales for 
weighing children. Gardening has ensured a supply of food during the 
long dry season. | 

This project was initiated as a result of cooperation between the 
Ministries of Health, Agriculture and Water Affairs, the Social Develop- 
ment Department, women’s clubs and primary health care committees. 
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Problem: Women lacked control over resources. 


Solution: Increased vegetable production by women for sale and home 
consumption; introduction of a rural banking scheme for women. 


Strategies: o Empowering (women educated, encouraged to use their 
skills). 
e Building alliances (between women and women’s Clubs). 


Outcome: Gardening has ensured a better food supply, especially in 
the dry season, which has improved the nutritional status of 
children. 
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Approaches to better food safety 


WHO has developed ten “golden rules” for safe food preparation but, in 
order for these rules to be followed, education and facilities must be 
available. The rules are: 


. Choose foods processed for safety. 

. Cook food thoroughly. 

_ Eat cooked foods immediately. 

. Store cooked foods carefully. 

Reheat cooked foods thoroughly. 

Avoid contact between raw foods and cooked foods. 
Wash hands repeatedly. 

. Keep all kitchen surfaces meticulously clean. 

_ Protect food from insects, rodents and other animals. 
. Use pure water. 


A ©9 N e 


l 


WHO has for a long time sought to combat the microbiological contami- 
nation of food. The challenge has been met by promoting improve- 
ments in sanitary conditions through actions such as improving housing, 
building latrines and sewerage systems and, perhaps most importantly, 
introducing systems of control for contaminants in food. 


Story 76 WE Contamination control in the Czech Republic 
and Slovakia 


The Department of Agriculture in former Czechoslovakia set up a na- 
tional control system for food contaminants in 1985. The aim was to 
create an information database on the chemical contamination of food 
in the country. The greatest problem was to set up a network to supply 
the data. There are now separate control systems in the Czech Republic 
and Slovakia. In Slovakia the system covers food of animal and plant 
origin, as well as feed for animals. The items are carefully analysed and 
approximately 140000 samples a year are examined for 80 contami- 
nants. The Department of Agriculture of Slovakia is in charge of the 
programme, utilizing a network of laboratories for examining samples. 
It took 2-3 years before the system worked satisfactorily but the depart- 
ment now has a good idea of the amount of contamination in the 
different regions. Areas with most food contamination have been iden- 
tified. In one region of Slovakia, cattle farming had to be stopped 
because of a high polychlorinated biphenyl content in milk and fat and 
alternative types of agriculture were introduced. The trends in types of 
contamination can be followed to see which are increasing and which 
are decreasing as a result of the measures taken. 
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Problem: Lack of information on chemical contamination of food. 


Solution: | Creation of a monitoring system. 


Strategies: ¢ Raising awareness. | 
e Regulation (temporarily stopping farming in contaminated 


areas). 


Outcome: Reliable information on contamination of food in 
different regions. 


Pesticides and fertilizers entering the food chain 


It has been estimated that 20% of world pesticide production in 1981 was 
used in developing countries. Use of pesticides overall is doubling every 
10 years and the increase is currently more rapid in those countries. 
Estimates for 1985 show about | million cases of accidental acute poison- 
ing by pesticides, mostly in developing countries. Being commonly avail- 
able, pesticides are also sometimes used in suicide attempts and about 
one attempt in 10 is fatal. 

Although effective in increasing yield in agriculture, pesticides are 
not without side-effects. One problem is drainage of pesticides into 
rivers, lakes and oceans, increasing ecological problems and posing a 
threat to fish. 

While most industrialized countries have strict regulations about 
putting warnings on the labels of pesticides and are carrying out educa- 
tion to teach users of the dangers, this is not the case in many developing 
countries or in some countries of Eastern Europe. 


Story 77 M Pesticide laws drafted in Latvia 


In Latvia several years ago a young man died on a collective farm after 
working with a pesticide preparation. There was news of similar acci- 
dents in other parts of Latvia. The use of chemical fertilizers and pesti- 
cides had increased fourfold during the past 20 years and had reached 
307kg per hectare in 1989. Latvia, which was part of the USSR at the 
time, had problems with information and education of working people 
and there was no legislation on the use of such harmful agents. The 
control system was only a formality. A working group from the parlia- 
ment was set up after the Ministries of Health and Agriculture, labour 
organizations, physicians and the Latvian committee of environmental 
protection had become involved. The working group is preparing a law 
on the storage, use and transportation of fertilizers and pesticides, in- 
cluding a control system. 
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Problem: Increase in the use of pesticides and fertilizers, reports of 
possible poisoning, no control system in operation. 


Strategy: Building alliances between different organizations and ministries 
for a joint approach to the problem. 


Outcome: A new law and control system are proposed. 


Story 78 E When the alarm goes off 


In 1986, a strong increase in radioactivity was measured in Sweden, and 
later in other countries. The cause of this soon became evident — a 
meltdown at the nuclear power plant in Chernobyl, USSR. 

The Chernobyl disaster has had a long-term effect on food safety in 
the former USSR as well as in Scandinavia. Radioactivity entered the 
food chain, mostly through animal feed, especially for sheep and rein- 
deer, and forced changes in the eating patterns and lifestyles of native 
groups. The fear of radioactive food had far-reaching effects on dietary 
patterns. After the reactor meltdown at Chernobyl, people in the Fed- 
eral Republic of Germany reduced consumption of milk, fruits and 
vegetables despite recommendations to the contrary. 

The indigenous people of Scandinavia who live from reindeer herd- 
ing experienced a threat to their subsistence in that reindeer meat could 
no longer be sold, or only at a very low price. 


Education for better nutrition 


The problems of providing education and information for better nutri- 
tion are multiple. Education and information are needed at every stage 
of the food chain. Illiteracy in itself is a contributor to ill-health and this 
may relate to lack of knowledge about possibilities and choices and lack 
of safe and healthy food. 

Apart from direct education on nutrition in the school curriculum, 
information can be transmitted, through direct contact, written materi- 
als, books, brochures and the mass media. Education is a long-term 
process that requires a lot of effort if it is to have sustainable effects in 
changing lifestyles and habits. 


Story 79 W The radio educates families about food 


In Tunisia, the National Union of Tunisian Women aided by the 
National Institute of Nutrition carried out a campaign to create aware- 
ness of traditional eating habits. This was done by short radio spots, 
three or four times a day, aimed at rural families. The broadcasts had the 
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theme title “our popular wisdom — our doctor”. Information was given 
about the benefits of cereals, of traditional conservation methods and 


other aspects of traditional nutrition. 


Problem: Lack of knowledge about the traditional food culture. 
Solution: | Broadcasting of radio spots to rural families. 


Strategy: Raising awareness of and interest in traditional foods and 
methods of food conservation. 


Story 80 W Gardening exhibitions improve diet in Sweden 


In developed countries many children, and adults too, do not know the 
origin of the food they eat and do not understand its nutritional value. 
A community in Sweden started an experiment to get young families 
more involved in gardening and food production for their own use and, 
at the same time, to improve eating habits. Each summer families were 
chosen to have their gardens turned into exhibition areas that people 
could visit to see how fruit and vegetables were grown. During the course 
of the summer, four meetings were held to discuss different stages of 
growth. Finally each demonstration garden held a big harvest party. 
Consultants in agriculture and nutrition participated in the process. The 
eating habits of the families involved improved. A local gardening asso- 
ciation later took over the project. The Swedish Heart Association was 
encouraged to start similar projects in schools. 
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Problem: Lack of knowledge about food Production in young families. 


Solution: Learning by experience — the introduction of a gardening 
project in the community. 


Strategies: ¢ Raising awareness (exhibition gardens, meetings). 
e Building alliances (between local gardening groups and the 
Heart Association). 


Outcome: Improved eating habits; similar projects will be started in 
schools. 
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Conclusions 


Not all aspects of creating a supportive environment for health in the 
area of food and nutrition are covered by the experiences cited in this 
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chapter. However, the stories reflect some concerns of the participants 
at the Sundsvall conference and show both differences and similarities 
in problems and solutions in different parts of the world. 

The approaches outlined in the health promotion strategy analysis 
model (page 22) also apply to the food sector, in both industrialized and 
developing countries. 


e The importance of global and national food and nutrition policies is 
underlined, with special emphasis on sustainability and re-evaluation 
and reorientation of the policy when needed. 

e Intersectoral cooperation and the building of alliances at all levels are 
necessary elements in a nutrition policy and affect every link in the 
food chain from producers to consumers. 

e Vulnerable groups should be specially targeted for actions for im- 
proved nutrition. 

e Education and information are important elements of any nutrition 
policy. 

e Nutrition programmes are vehicles for women’s empowerment and 
should make use of women’s skills. 


Food and eating have a multifaceted cultural function. They can en- 
hance the quality of life or reduce it. Enough food, safe food and 
confidence in that safety are primary goals, as are measures guarding 
against over consumption, with attendant adverse effects for the indi- 
vidual, the family and the society. 

There is a tremendous need to apply knowledge about nutrition and 
health to our diets. Habits are not easily changed, and approaches need 
to be innovative, inspiring, creative and effective. Everyone has a role to 


play. 
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CHAPTER 8 
Home and neighbourhood 


In dealing with the needs and problems of the human habitat, 
community involvement at all levels should support the processes of 
self-help, help between neighbours, and communal cooperative 
activities. 


(Health principles of housing. Geneva, WHO, 1989) 


Issues and problems 


Good homes and community environments are essential for health. The 
most important factors in terms of creating supportive environments for 
health are the availability, distribution, accessibility and ownership of 
dwellings as well as the absence of hazards both in the home and in 
the immediate neighbourhood. There are some 100 million homeless 
people around the world. It is important to note that many modern 
and renovated dwellings can threaten people’s health as well as older, 
run-down houses. 

Uncontrolled population growth in many developing countries poses 
a problem in terms of lack of adequate housing. It becomes increasingly 
difficult to provide shelter for the growing number of people. The rural- 
urban migration of people in search of employment and a better way of 
life is an ever-increasing reality in a number of countries. This movement 
of populations leads to the creation of slums. In some places there is the 
added burden of refugees coming in from neighbouring countries to 
escape conflict or discrimination. 

While the physical standard of homes affects people’s health, the 
environment outside the home also plays a role in terms of injury, noise, 
and pollution. The social, cultural and architectural environments are 
important but often neglected aspects of the community. 

A crucial element in creating health-supportive housing is to supply 
homes for people with special needs. Planning and design for those with 
special needs are usually beneficial to others too. 

Urban health problems occur throughout the world but are most 
severe in developing countries. Urban populations — particularly those 
living in poverty — are growing fast. Environmental changes have pro- 
duced a pattern of health problems that includes both the diseases 
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typical of underdevelopment and the diseases typical of developed com- 
munities. Resources for response are relatively meagre, maldistributed 
and misplaced and inadequacies in government structures and policies 
may inhibit effective response. 

Urban development is associated with the risk of spreading commu- 
nicable diseases. In urban and rural slums in Latin America, 100 million 
people are exposed to the risk of Chagas disease, which was once consid- 
ered a rural disease. Leishmaniasis is now a risk in urban areas of the 
eastern Mediterranean and south-east Asia, and rabies in dogs remains a 
threat to 2800 million people. 

Urban hazards also lead to accidents and unintentional injury. Road 
traffic is a major killer in all countries. In developing countries ped- 
estrians and cyclists are especially vulnerable. The impact of traffic 
hazards and pollution illustrates the inter-relationship between human 
health and the environment. 

Many communities in both developed and developing countries 
require social support services. Support for safe neighbourhoods and 
healthy houses from governmental and nongovernmental agencies, as 
well as from informal community groups, contributes to the health of 
families and communities. 

Urban planning is an important public health strategy. Barriers to 
the development of safe and healthy community environments include 
lack of overall planning, lack of intersectoral cooperation, and the fact 
that sectors do not always take responsibility for the effect of their 
policies on health. Planning must not only take into consideration 
all health principles of housing but also take care not to create new 
problems. 

The concentration of resources — economic, technological and 
human — in cities can provide a stronger basis for action than is found 
in more dispersed rural settlements. 


Activities and solutions 


What actions and solutions are possible to make homes supportive of 
health and to minimize health-related hazards? 

There are many persons whose work affects the physical and social 
aspects of housing and their health consequences. These include not 
only planners and housing officers but also builders, community leaders 
and the home-owners themselves. All these people should recognize the 
health implications of their activities. 

The stories in this section have been grouped under the following 


headings: 


° People’s initiatives 
e Healthy cities 
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e Improving housing facilities 
ə The immediate surroundings 
e Services in the community. 


People’s initiatives 


Story 81 W Indigenous communities bring about clean-up of 
toxic waste dumps 


The Good Earth programme was established in 1989 in several remote 
Alaskan villages. The objective was to help native Alaskans deal with the 
problem of hazardous materials and protect their own health and that of 
their animals and the land. 

Alaskan residents have concerns about potential contamination of 
food and pollution of land, but village authorities lack the money and 
technical staff to address these concerns. Across the state there are at 
least 450 abandoned military sites, many contaminated by toxic chemi- 
cals. Diesel-generated electric power creates waste lubricating oil but 
there is no proper local means of disposal. Solid hazardous household 
waste threatens the environment because of inadequate disposal facili- 
ties and systems. 

Workshops were organized to raise awareness about hazardous ma- 
terials. Two publications were produced to give guidance on establishing 
a local committee concerned with disposal of hazardous materials, to 
carry out a village inventory of how these materials are used and stored, 
and to identify pollution and waste sites. Technical assistance was 
provided to tackle the problems of pollution, waste and handling of 
materials. This included training of a local village coordinator. A 
free counselling hotline for telephone assistance was established and 
advertised. 

One of the problems faced was the prominence of other health issues 
that at times overshadowed the importance of hazardous materials. 
There was a lack of drinking-water and sewerage systems, as well as high 
rates of suicide and substance abuse. Interested community members 
were asked to deal with these problems. It was also possible to tackle 
some of the problems together, such as the need to reduce use of toxic 
products in the household in order to reduce abuse of inhalants among 
teenagers. 

The people of one village decided to urge the federal government to 
do a better job of cleaning up an abandoned military site. They faced 
resistance from the army to providing information and to setting up a 
public participation programme. By persistently writing letters on the 
matter, villagers succeeded in improving the clean-up plans, leading to 
some of the waste being transported out of the area instead of being 
dumped on tribal lands. 
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The funding for this programme came from the Charles Stewart Mott 
Foundation and was provided to the Alaska Native Health Board. The 
Alaska Health Project was contracted to provide the technical expertise. 
Village coordinators included members of the city council, village coun- 
cil and village corporation board. 

The programme has provided assistance and workshops in five of the 
12 Alaska native regions. The clean-up of abandoned military sites, 
which are often in or near villages, will continue through the 1990s so 
that there is a need to provide independent technical assistance to 
village residents. The Alaska Native Health Board is seeking funding to 
continue the programme in more regions and to provide continuing 
assistance to villages already visited. 
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Problem: Fear of contamination of tribal lands by toxic waste dumps, 
together with many other health problems among native 
Alaskans. 


Solution: | Establishing a committee on hazardous materials, documenting 
how they were used and stored, and identifying pollution and 
waste sites. 


Strategies: « Raising awareness (workshops and publications, training and 
counselling). 
e Enabling (through funding). 


Outcomes: ¢ Assistance and workshops in five regions. 
e Pressure from village groups for removal of waste. 
e Continued clean-ups of military sites. 


SS 


Story 82 W Shantytown dwellers in Latin America 
improve their homes 


Rio de Janeiro’s Favela do Gato, or “Shantytown of the Cat”, provides an 
example of a peripheral urban community that has successfully organ- 
ized and advocated for the improvement of its housing conditions. 
Favela do Gato, like many other urban areas in developing countries, grew 
up on Rio’s periphery as rural residents left their homes in search of a 
better life in the city. These men, women and children scavenged for 
wood, metal, cardboard or whatever materials they could find with which 
to build their homes. 

With the support of the University Federal Fluminese Group for 
Community Projects, the slum dwellers negotiated a deal with the na- 
tional housing authority. This resulted in the building of 71 houses 
and a community centre, and the granting of individual financing, with 
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the public authorities paying the cost of the land and infrastructure. 
Each family chose the site of the house and its position on the plot of 
land — an unusual opportunity for a low-income housing scheme. The 
layout of a section of the favela was planned on the basis of residents’ 


wishes. 
While Argentina’s former military government was in power, many of 


the urban poor left Buenos Aires when bulldozers destroyed the city’s 
shantytowns in the late 1970s. However, many other residents remained 
close to the sources of income and the services found in the city. Since 
adequate housing is expensive and scarce, large numbers of those who 
stayed took up residence in the decaying buildings near the heart of the 
city. 

Efforts are being made by various groups to improve living conditions 
and provide better housing for the residents. Tenants’ groups in Buenos 
Aires have devised two strategies for helping poor urban tenants to 
renovate their homes. One plan provides for technical assistance from 
university engineering students through the auspices of a group called 
Grupo Habitat. The other involves a labour pool of tenants with construc- 
tion skills who are available to make home improvements. The group is 
also pressing for legislation to make it easier to rent property and to 
reduce down-payments for long-term apartments. 
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Problem: Unhealthy, unsafe shantytown dwellings. 


Solution: Building model houses and a community centre, and providing 
voluntary technical assistance. 


Strategies: è Enabling (through financing and public payment of land). 
e Empowering (building alliances by forming pressure groups). 


Outcomes: è Improved community services and housing standards. 
e More reasonable loans encouraged. 
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Story 83 M@ Bangkok slum dwellers pioneer a land-sharing plan 


The people of the Sengki neighbourhood of Bangkok faced eviction 
when property developers sought the land on which they lived. After a 
fire swept through the neighbourhood, owners cancelled leases, turning 
residents into squatters. 

The situation of the Sengki residents was not unique for Bangkok — 
of more than 1000 slum communities in the city, over 200 were threat- 
ened with eviction in 1988. Rehousing residents in new areas is costly for 
the government and developers and is often not acceptable to residents. 
Xather than move from their neighbourhood, residents of Sengki have 
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developed an arrangement called “land-sharing”. This system divides the 
slum into two parts — one part for the landowner to develop as he or she 
wishes, and the other part leased or sold to residents who organize 
themselves into a cooperative to build new homes. Landowners thus 
have an immediate financial gain and avoid long and costly confronta- 
tions with tenants, while tenants gain small but secure plots of land for 
their homes. 

In the Sengki neighbourhood, a commercial loan was obtained by 
the neighbourhood housing cooperatives for a down-payment on part of 
the land. This land was then sold to residents at less then half its market 
value. Owners were able to build new homes on their plots, choosing 
from various models proposed to them or building whatever type of 
home they wished. Residents’ involvement in their neighbourhood is 
encouraged through an election process, and eventually much of the 
administration will be handed over to the community itself. Support for 
the project came from the United Nations Development Programme 
and the United Nations Centre for Human Settlements (Habitat). Both 
of these organizations see land-sharing as a model for future slum clear- 
ance. Five other land-sharing projects in Bangkok are in various stages. 
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Problem: Eviction threat to slum dwellers in Bangkok. 
Solution: A “land-sharing” plan offering cheap land to residents. 


Strategies: ¢ Enabling (through financing). 
e Alliances (residents organized their own cooperatives). 


Outcome: United Nations supported project to offer poor slum dwellers 
cheap land for building. 
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Story 84 W Squatters in South Africa set up cooperative to 
build homes 


In a squatter area of South Africa, activists from different professional 
backgrounds organized community meetings. When people came to- 
gether they discovered they had many skills between them. There were 
electricians, plumbers, builders, persons who could draw plans, and so 
on. With financial support from some NGOs and with some community 
resources, mainly in the form of local labour, the community set up a 
cooperative to build homes and roads. Community empowerment was 
the basic strategy with community-based resource people playing a key 
role. Professionals were available when needed, but were not brought in 
from outside the community. The people of the area experienced a shift 
from dependence to independence and from individualism to collective 
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empowerment, leading to a strengthening of cooperative spirit and local 


resources. 


Problem: A squatter community without decent housing. 
Solution: Activists organized meetings leading to common action. 


Strategy: ® Empowering (by mobilizing local resources in terms of 
electricians, plumbers, builders and draughtsmen). 


Outcome: Improved local control and better self-reliance. 


Healthy cities 


The WHO Healthy Cities project involves a network of European cities 
that are seeking new ways of promoting health and improving the en- 
vironment. The goal of the project is to turn the vision of a healthy city 
into reality through political commitment, dissemination of ideas and 
experiences, innovative action and institutional change. 

The participating cities have been selected to achieve a geographi- 
cally balanced coverage of Europe, with a mix of size, health status and 
socioeconomic conditions. Cities taking part in the project must be 
committed to the principles and targets of the Global Strategy for Health 
for All by the Year 2000, must demonstrate the political commitment 
and resources to make health promotion plans a reality and share their 
experiences with other cities in the network. 

The cities involved in the project recognize that health is both a 
social and individual resource and a social and political responsibility, as 
well as a matter of individual choice. 

Each city in the network attempts the following: 


— to generate visibility at local level for health issues and the health- 
for-all strategy; 

— to place health high on the social and political agenda and con- 
tribute to the development of healthy municipal policies; 

— to create innovative action for health that emphasizes the inter- 
action between people, environment, lifestyles and health: 

— to facilitate organizational changes that encourage cooperation 
between key city departments, and - promote community 
participation. 


The key areas for action in the Healthy Cities project are those 
defined in the Ottawa Charter for Health Promotion: building healthy 
public policy, creating supportive environments, strengthening commu- 
nity action, developing personal skills and reorienting health services. 
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The project cities are engaged in strengthening the project’s infra- 
structure, developing health plans, making alliances with local partners, 
implementing a wide range of projects with special emphasis on the 
needs of vulnerable groups and supporting the establishment of 
national Healthy Cities networks. 


Story 85 W Integrating ecology, health and public participation 


Torsted West covers 55 hectares of land in south-western Horsens, an old 
provincial town of about 43000 residents on the east coast of Jutland in 
Denmark. During the period 1996-2001 the building of a community of 
800-900 dwellings, common facilities, services and institutions, small 
businesses and large green areas will be completed. 

The Torsted West project is based on four elements: a healthy city, 
community participation, local control of future housing and construc- 
tion, and an ecological perspective. The project emphasizes specific 
results and the process by which these results are realized, including 
preliminary planning, implementation and the future use of the district. 

The organization of the project was initially hierarchical, under the 
overall control of the Horsens City Council. Today there is a horizontal 
structure that includes citizens, city councillors, developers and civil 
servants as equal partners. 

Community participation, discussion and decision-making are 
flourishing. Between 50 and 60 residents actively and regularly partici- 
pate in planning, supervising, evaluating and implementing proposals. 
Participating developers have shown great interest and given helpful 
advice. An executive committee coordinates all project activities and 
negotiates with developers. The project is expected to contribute to 
future developments in housing, community environments, and 
participative planning. 

Another project in Horsens was the Gasvey project, designed to allow 
people living in a residential district to plan their own district, develop 
their own activities and use their existing resources better. The intention 
was to enable the people to improve their living conditions and quality 
of life. 

In 1987, the idea for the project was approved by the municipal 
council. Fifteen residents of the district and municipal leaders were 
interviewed. In 1988, the plan was completed and fund-raising began. 
Many people and institutions became involved — the local school and 
other institutions, stores, municipal employees, the local media, parents 
of young children, and others. In 1989, a renovated shop became the 
centre of the project. Working groups on traffic, conservation, cafés, 
youth, information, and the post office were established. Each group was 
assisted by a consultant project worker from the municipality. Most 
importantly, a residents’ association was formed with the aim of setting 
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up a community house and continuing the project beyond the projected 


schedule. . m 
Municipal collaboration gave residents opportunities to achieve the 


greatest possible control over their district. An important guideline for 
decentralization is the local definition of local needs and representation 
of local interests at district level. The project showed that partners must 
develop mutual trust by broad distribution of information, openness and 
flexibility in methods and attitudes. The project also demonstrated the 
importance of having a forum — a group in the district that can gradu- 
ally take over activities and continue them. 


ene SSS 


Problem: Lack of integration of environmental and health issues, and in 
the Gasvey case lack of local participation in residential 
planning. 


Solution: A project in which citizens, planners, developers and politicians 
were equal partners. In Gasvey a residents’ association, 
involving citizens’ groups, was also formed. 


Strategy: Building alliances (between various institutions and groups). 


Outcome: A broad base was created for planning the future of the district, 
and is expected to contribute to future planning of housing and 
the community environment. In the Gasvey project a group was 
formed to carry on activities in the long term. 
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Story 86 W “Healthy City Halle” — community initiative in the former 
German Democratic Republic 


In 1990-91 the breakdown of the governmental and health structures in 
the former German Democratic Republic led to the closure of out- 
patient clinics and other health facilities in the city of Halle. Unemploy- 
ment rose, many houses were in a state of decay and there was a shortage 
of accommodation. The elderly, the handicapped and single-parent 
families experienced increasing social instability and insecurity. 

In the Halle neighbourhood of Trotha, some 30 citizens started a 
community initiative called “Healthy Trotha”. Their aim Was'to promote 
a healthy environment in the neighbourhood and at the same time 
develop a model for community health promotion for the city as a 
whole. 

The community initiative included young and old, professionals and 
manual workers, housewives and unemployed people. New structures 
and social support were created for coping with the problems of social 
change. The citizens’ initiative encouraged community participation 
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and facilitated exchange of views about how to promote a more healthy 
environment. Citizens’ meetings and opinion polls were organized. | 

Members of the initiative participated in round-table discussions on 
problems such as traffic, drugs and violence. They visited and helped the 
elderly and initiated health promotion activities in schools. 

Problems were defined and solutions were discussed in working 
groups. The members of the community initiative had detailed talks with 
city administrators and elected representatives. In early 1992,. the 
“Healthy Trotha” group decided to campaign for Halle to join the 
German Healthy Cities Network. 

They informed the public, lobbied the authorities, built alliances and 
later achieved their goal. 
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Problems: Sudden breakdown of former governmental and health 
structures in the German Democratic Republic, rapid social 
change, massive socioeconomic problems. 


Solution: A community initiative mobilized citizens of all ages and social 
groups, offering the possibility to participate in creating new 
and effective structures for health promotion and supportive 
environments in the city. 


Strategy: Policy development (through community mobilization). 


Outcomes: Awareness of health concerns was raised and new structures 
were created for health promotion and supportive environments. 
Political commitment led to decisions to address issues and 
solve problems (city of Halle has joined the German Healthy 
Cities Network). Successful mobilization and participation of 
citizens at a time of radical social change gave orientation and 
raised self-esteem and confidence 


Story 87 W Grass-roots resistance to upgrading process 


In 1989, in a part of Hamburg, Germany, the community was mobilized 
to prevent the upgrading by wealthy groups of low-income housing ina 
working-class area. A new shopping centre was planned and the ex- 
pected rise in prices for dwellings would make them unaffordable for the 
present inhabitants. Protest groups were formed by community organi- 
zations and an information campaign was launched, which used public 
meetings and posters to warn people of future developments. A “street 
party” was organized in protest against the new shopping centre. Streets 
were occupied to stop the traffic in a symbolic protest against the increas- 
ing traffic the new development would bring to the area. 
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Problem: Upgrading of housing by wealthy groups, threatening to force 
lower-income dwellers out. 


Solutions: Forming a protest group, organizing a street party. Protest 
should express concern and commitment while striving to avoid 


conflict. 


Strategies: ¢ Mobilization (community initiative). 
e Building alliances (forming protest groups). 


Outcome: Uncertain, but protests probably moderated some negative 
consequences of the development, such as the increase 
in traffic in that part of the city. 


Story 88 W Public opposition to demolition in former Czechoslovakia 


In 1988, in the Raca suburb of Bratislava, the capital of Slovakia which at 
that time was part of Czechoslovakia, planners decided to demolish 
some 600 houses to make space for high-rise prefabricated apartment 
blocks. The centre of the old town of Raca was also to be demolished. 
Almost all residents of Raca became involved in local action to resist the 
demolition plans. Even in the centrally planned economy of the time, 
the city authorities were pressed to change their mind. The houses were 
not demolished and the traditional town centre was preserved. 


ee 


Problem: Threat of demolition of houses to make space for high-rise 
apartments. 


Solution: United public opposition. 
Strategy: Mobilization (residents of Raca). 


Outcome: The old town centre was saved. 


a: Pe ee 
Improving housing facilities 
Story 89 W Self-help in Sarawak 


Sarawak is a vast area in the north of the island of Borneo, Malaysia. The 
coastal areas are populated but the interior mainly consists of dense 
forests and mountains. Water is rarely in short supply but the problem is 
to supply it to the areas where people live. 

In the 1960s, the Sarawak Rural Health Improvement Scheme was set 
up to educate kampong (longhouse settlement) dwellers to improve 
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their personal hygiene, build toilets, clean their compounds and fence 
in their animals. The response was poor and, in 1967, a new strategy was 
adopted which included educating and motivating people to help them- 
selves, while providing technical support and incentives. Rural health 
supervisors, selected from the community and trained in advocacy, pro- 
vided the thrust in mobilizing communities for action. 

Piped water in homes was an incentive that called for community 
effort based on gotong-royong or self-help. The initiative for a house water 
connection had to come from the householder. The householder 
undertook to contribute money and labour towards building and 
maintaining the water supply to the community, constructing a sanitary 
toilet, cleaning surroundings by digging drainage ditches and fencing in 
pigs. As a result, the communities in Kampong Skiat received a piped 
water supply from a spring on a mountain a mile away. In Kampong 
Suba-Bau people received water from a catchment basin with the help of 
a hydraulic dam that brought the water to storage tanks. People in 
Kampong Renum and Lebor cleaned the dam that was the source of 
their water supply on the Renum river. Other longhouse communities in 
remote areas collected pipes that were airlifted into the area, hauled 
them to higher ground and built a dam further up-river to avoid 
pollution. 

The government, WHO and UNICEF provided equipment, supplies 
and services to support people’s contributions and free labour. 

By 1977, out of 2800 kampongs in the project, 771 kampongs with a 
total of about 200000 people had piped water in their homes, sanitary 
toilets and cleaner living conditions. By 1980, 1400 kampongs had water 
connected. The project area has since been extended and more than 
5000 longhouses have been covered by the scheme. 
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Problem: Lack of water and hygienic toilets. 


Solutions: The government, assisted by an NGO, supported improvement 
of the neighbourhood environment in a project to improve water 
and sanitation. 


Strategies: Advocacy and appropriate support moved communities to 
action, thereby changing the environment for longhouse 
dwellers. Local people were trained, developed skills and were 
empowered to help in construction work and other parts of the 


project. 


Outcome: Over 5000 longhouses have been provided with piped water, 
sanitary toilets and cleaner living conditions. 
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Story 90 @ Women’s building forum in Sweden 


In Sweden, a national association called the “Women’s Building Forum” 
has been set up to involve women in the planning of houses. The 
association has made an impact at the country’s annual housing exhibi- 
tions, in collaboration with a local university. The aim of the association 
is to find new ways to meet women’s needs in house design. Three 
women formed a company to build a family house for the 1992 
Swedish housing exhibition in the town of Orebro. The result was a 
block of 30-34 apartments built “on women’s conditions”. This entailed 
well-designed foundations, drainage, ground planning, construction, 
technical systems, choice of special materials and rules for building 
(such as no smoking on the construction site). The apartments 
were allergy-proof, adapted to people with physical disabilities and 
ecologically sound without costing more than other houses at the 
exhibition. 
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Problem: Women seldom have the chance to influence planning and 
construction of houses. 


Solution: A national women’s association was started. 


Strategy: Building alliances (collaboration with universities, “Women’s 
Building Forum’). 


Outcome: A special house designed by women was built and exhibited at 
a housing exhibition in 1992. 
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Story 91 Œ Norwegian activities to improve indoor environment 


In general, people in industrialized countries spend more than 90% of 
their time indoors. Some materials used in construction may be contrib- 
uting factors for allergies, asthma, respiratory infections and lung can- 
cer. In Norway, several activities have been undertaken to reduce health 
problems related to the indoor environment. Firstly, regulatory guide- 
lines for indoor air quality have been developed. Secondly, an action 
plan for children with hypersensitivity, asthma and other chronic res- 
piratory diseases has been formulated. Thirdly, an intersectoral action 
plan for a good indoor environment has been published. This plan 
focuses on exposure reduction, regulatory activities and increased 
awareness. It is believed that these preventive measures will result in 
improvements in the indoor environment. 
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Problem: Health problems related to indoor environment. 
Solution: | Development of action plans and indoor air quality guidelines. 


Strategies: ¢ Policy development. 
e Advocacy (through intersectoral collaboration). 


Outcome: Reports published as a basis for action. 
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Story 92 WE Making homes safer in New Zealand 


In New Zealand, unintentional injuries account for a major proportion 
of deaths, hospital admissions and disability. Accidents most commonly 
take place in the home. Concern about accidents and the need to 
provide easier access for disabled persons led to Safe Home seminars 
and even the building of Safe Home showhouses. During the period 
1986-1990, a new Safe Home standard was developed and new building 
legislation was implemented. The new standard includes improved 
access for the disabled and the goal of home safety through design and 
construction. 
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Problem: The home is the scene of most accidents in New Zealand. 
Solutions: Seminars were held and showhouses built. 
Strategy: Policy development (standards set and legislation passed). 


Outcome: New legislation to improve the safety of homes. 


Story 93 Œ Maintenance of homes by a housing association 


The aim of this project in the Netherlands city of Eindhoven was to 
maintain the existing social network. The neighbourhood of Woensee 
west is situated in a so-called “problem cumulation area”. The pre-war 
houses were in poor condition, many people were unemployed, the level 
of education was low and there were many immigrants. However, social 
networks among the population were strong. The people did not wish to 
have their homes demolished or to move to another part of the town, 
and insisted on the renovation of their homes. With the help of a 
community worker, a tenants’ association was created. After long discus- 
sions with the municipal authority, which owned the houses, the housing 
association (comprising people from the neighbourhood) was given 
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responsibility for the maintenance of the renovated houses and thus for 
their own environment. For a small membership fee the housing associa- 
tion makes minor repairs to the houses. These activities have led to 
active involvement by the housing association in all major municipal 
decisions regarding the neighborhood. The residents are also respon- 
sible for maintaining the green areas in the neighbourhood. This gives 
young unemployed people from the neighbourhood an opportunity for 
paid work and has reduced vandalism in the district. A healthy nutrition 
campaign has also begun. 


ees 


Problem: Houses in poor condition were to be demolished in a “problem 
area” with many unemployed people, a low level of education, 
and many immigrants. 


Solution: A tenants’ association was created with support from the 
planning and housing authorities, urging renovation rather than 
demolition. 


Strategies: èe Mobilizing (neighbourhoods and tenants). 
e Building alliances (housing association, local municipality). 
Outcome: The housing association is now actively involved in all major 
municipal decisions about the neighbourhood. 


The immediate surroundings 
Story 94 M A housing experiment to prevent crime in Finland 


The neighbourhood of Sibeliusparken in Helsinki, Finland, is a non- 
profit housing project with 169 apartments of various sizes, 22 accommo- 
dation units for young people and 36 additional rooms. 

The objective of the housing experiment was to create a secure 
neighbourhood that would promote cooperation and spontaneous con- 
tact. The intention was that people should feel responsible for their 
neighbourhood and be willing to protect it. It was anticipated that this 
would help prevent crime and violence. The project was supported by 
the National Council for Crime Prevention. 

The design of Sibeliusparken uses existing knowledge of what creates 
a feeling of security in a neighbourhood and what helps to prevent 
vandalism and violence. The design is intended to strengthen the sense 
of identification by means of colour, pattern and materials. The project 
uses a lot of glass. Glass-covered balconies represent an extension of the 
apartments and function as a buffer zone between private and public 
_ Spaces. 
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Almost half (48%) of the tenants reported that the glass rooms 
played a substantial or fairly large role in communication and the social 
life of the neighbourhood. 

It has not been possible to assess the effectiveness of this design in 
terms of preventing crime, but tenants report feeling both secure and 
responsible. Those involved in planning Sibeliusparken conclude that 
good design and layout are paramount in supporting people’s well- 
being. | 
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Problem: Rising crime rates, insecurity in communities. 


Solutions: Housing remodelled to allow more contact, communication and 
trust-building. 


Strategy: Enabling (through adequate planning and design of housing 
and intersectoral collaboration). 


Outcome: Tenants feel more secure and responsible for their environment. 
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Story 95 W Building an ecological neighbourhood in the Netherlands 


In 1991, in the city Alphen aan den Rijn in the Netherlands, a project 
called “Ecolonia” was started by a local municipality supported by the 
Ministry of Environment and an NGO, the Association for Energy and 
Environment. The aim of the project was to find a model of good 
practice for the Netherlands by planning new neighbourhoods accord- 
ing to the wishes of the future inhabitants — in terms of buildings, green 
areas, safety for the elderly and children, and workplaces near homes. 
Building according to ecological principles includes taking into account 
the urban setting, using only materials that can be easily disposed of and 
not using tropical wood. People were free to indicate how they wished 
their neighbourhoods to be. This was an unfamiliar freedom to people 
more used to being asked by architects and planners to approve of, or 
only slightly modify, existing plans. 


ee aaa 
Problem: Lack of communities built on ecological principles. 


Solution: Initiative in 1991 to set up such a community. 


Strategy: Enabling (through participation in planning with regard to 
ecological principles). 


Outcome: The first steps towards building an alternative ecological 
community have been taken. 
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Story 96 @ Safety issues in Castlemilk, Scotland 


In 1988, a local group was set up to look at safety issues in Castlemilk, 
Scotland, in the United Kingdom. Following a joint community forum, 
nine broad safety issues were identified: play, roads and streets, home, 
fear of crime, health risks, crime, fire, water and work. A health and 
safety programme was set up to work with local people and agencies. The 
programme has been financed by rechannelling funds from existing 
local government budgets. There is a close link with crime prevention. 
Since the Castlemilk programme began, the regional council has estab- 
lished a similar regional programme that the Scottish Home and Health 
Department has funded through its crime prevention programme “Safe 
Cities”. 
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Problem: Fear of crime and health risks in Castlemilk, Scotland. 
Solutions: Forming a local safety group, pinpointing safety issues. 


Strategies: ¢ Building alliances (local groups and agencies). 
e Reorienting organizations (regional programme established). 


Outcome: A safety project was established. 
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Services in the community 


Story 97 HM Home for the elderly becomes focal point of 
a healthy village 


In 1989, a residential home for elderly people was built in the middle of 
the village of Stenberga in Vetlanda municipality, Sweden. Before this, 
elderly people often had to leave their home village and move to the city 
where there were facilities for them. The residential home has now even 
become the meeting point of the village. Young people meet there in the 
evenings to play table tennis, while adults can have lunch or buy food in 
the new centre’s shop. All the people in the village form a “village group” 
responsible for keeping the centre clean. They are entitled to use the 
facilities without cost. The residential home and village centre came 
about as a result of collaboration between the municipality of Vetlanda, 
a construction firm and the local “village group”. The shop is run by the 
municipality and the local people. 


Se entice 


Problem: The elderly had to leave their familiar home environment 
because of lack of local services. 


Solution: _ Building a local home for the elderly. 
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Strategies: ° Building alliances (between a local village group and local 
businesses). 
e Enabling (building the contre). 


Outcome: The village centre contributed to a more supportive environment. 
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Story 98 W Networking at home in Sweden 


In 1987, a house with apartments for integrated living for the elderly, 
disabled and families with children was built in Jönköping, Sweden. By 
making some rooms meeting points for everyone in the house, the need 
for external facilities was lowered. However, it took the construction 
company 10 years to implement the idea of a house designed for social 
networking. 

This was a joint project of the local municipality, the construction 
company and the county of Jönköping. 
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Problem: Lack of opportunity for social contacts. 


Solution: Building a low-cost house to permit social contact between 
young, old and disabled people. 


Strategies: ¢ Building alliances (between local government, business and 
tenants). 
e Enabling (meeting rooms). 


Outcomes: Social relationships for tenants were improved. This model was 
implemented on a large scale. 


Story 99 W Local sorting of waste 


In Denmark as elsewhere the amount of garbage 1s increasing and 
the areas for waste disposal are growing increasingly scarce. Local 
people voiced complaints about having mountains of waste near recrea- 
tional areas. Between 1980 and 1990 local non-political groups started 
experiments with sorting waste at home and reusing it (glass bottles, 
paper, organic waste). These local movements pressed politicians to 
introduce new laws implementing systems for reuse of glass and paper. 
Now there is also a national law regulating the use of cans for beer and 


soft drinks. 
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Problem: Increasing amounts of waste, resistance to waste dumps. 


Solution: Local sorting of waste. 


Strategies: ¢ Policy development. 
e Mobilizing (local people help recycle waste). 


Outcome: New laws on waste passed and new systems established for 
recycling. 


Story 100 E Empowerment strategy for sanitation and waste 
control in Togo 


In the cities of Dapaong and Tchamba, Togo, the authorities were 
unable to provide basic sanitation services for the inhabitants. There 
were no latrines and no system for the disposal of domestic waste. People 
were not aware of the link between immediate environmental pollution 
and disease. In 1988, a comprehensive effort was made to educate the 
inhabitants about waste disposal and health. The programme included 
training of trainers, preparation of educational material for the inhabit- 
ants, and special efforts to train workers to construct ventilated pit 
latrines. In 1990 follow-up actions took place involving continued train- 
ing and information for the city inhabitants. People were encouraged to 
participate financially in the construction of their own pit latrines. Prob- 
lems faced by the project, which is still continuing, include language and 
literacy problems. Those involved were the local inhabitants of the two 
cities, the Ministry of Health, the Ministry of Social Welfare, the Nutri- 
tion Department, the Technical Sanitation Service, a German consulting 
engineering service and a German development bank. 
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Problem: Lack of basic sanitation services for disposal of human and 
domestic waste, and lack of awareness that this could cause 
disease. 


Solution: A training and construction programme. 


Strategies: e Empowering (skill development). 
e Enabling (people take responsibility for basic sanitation). 


Outcomes: Training programmes, construction of latrines and waste 
disposal facilities. 
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Story 101 WE Exchange of waste for food in Brazil 


In Petropolis, Brazil, there were piles of uncollected garbage in the alleys 
and on vacant lots. At the beginning of 1991 the community agreed to 
collect the garbage and to take it to collection trucks in exchange for 
food. Every 30 kg of waste entitled the collector to 1kg of rice, beans or 
sugar. The experiment is being evaluated in economic terms. 
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Problem: Health risks from large amounts of uncollected garbage in slum 
areas. 


Solution: Devising and implementing a food-for-waste scheme. 


Strategies: Ħ* Mobilizing (through incentives). 
e Policy development. 


Outcome: A healthier environment and food supplements. 


Conclusions 


Many factors in the home and neighbourhood are related to health. 
Major problems and possible solutions that have an effect on health are 
listed here. 


Lack of access to land and housing 
Solutions: 
¢ Legislation to ensure that land is available for public needs. 


e Public policies, including public building plans, to ensure sufficient, 
adequate and affordable housing; availability of financing to make it 
easier for people to buy or repair houses; and training of communities 
in planning and building their own houses with the use of appropriate 


technology. 


e Community participation, involving empowerment of people to plan 
and build their own houses. 


An unhealthy environment 


Solutions: 


e Legislation to ensure environmental balance by basing urban. plan- 
ning on ecological principles that respect environmental concerns 
and the need for balance between population and resources. Urban 
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development should have community approval and should define 
measurable health standards. 


e Public policies such as investment in water supply, and wastewater and 
refuse disposal systems. Housing based on sustainable development, 
designed to save energy and use renewable energies, built from local 
materials and conserving traditional styles. Services and facilities in the 
neighbourhood, including telephone, transport, shops and schools. 


e Community participation in public urban planning and in the man- 
agement of environmental infrastructure. 


Housing hygiene 
Solutions: 


e Legislation to ensure indoor hygiene by, for instance, making certain 
physical standards compulsory. Such standards could apply to the 
structure of the home, issues of space and overcrowding, building 
materials, safety, ventilation, lighting, heating and insulation, water 
and sanitation, kitchen and food storage, biomass fuel for heating and 
cooking and lighting, venting of stoves, and dampness. Also legislation 
to ensure outdoor hygiene, by regulating the immediate neighbour- 
hood surroundings of the home in terms of space, children’s play 
facilities, gardens, trees and attractiveness of buildings. 


e Public policies such as promoting healthy housing by encouraging the 
use of safe building materials. 


e Community participation, with each family accepting responsibility 
for maintaining its house in a healthy condition. 
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CHAPTER 9 
Work 


Work and leisure should be a source of health for people. The way 
society organizes work should help create a healthy society. 


(Ottawa Charter for Health Promotion, 1986)' 


Issues and problems 


Working conditions and employment have major implications for 
health, and it is important to create working conditions and work envi- 
ronments that are supportive of health. To do this one must look not 
only at the work activity itself but also at how it is organized, what 
relationships are involved and how production is distributed. 

Work satisfies the need to make a living in order to survive, to fulfil 
oneself as a creative and productive human being, and to contribute to 
the good of society. It also provides potential for human development 
and for improved quality of life. Underemployment is increasingly a risk 
to health that hits women and young people the hardest. 

However resolutely people affirm the positive role of work and the 
importance of human activity, problems of motivation and work organi- 
zation remain. 

Work activities fall into three related sectors: the household, the 
private and the public. Historically, the household sector has dominated 
in peasant societies. In early industrial society, the private sector grew in 
most countries. The public sector covers areas such as education and 
health care, including child care and care of the elderly. 

The household or neighbourhood sector consists of conventional 
forms of home-based contract work such as self-employment and con- 
ventional forms of unpaid work like housework. It also includes a grow- 
ing range of activities aimed at providing goods and services directly for 
oneself, one’s family and one’s neighbours, such as growing food, home 
improvement, servicing and repair of vehicles and equipment, and many 
forms of entertainment and care. 

Small-scale agriculture is based on the principles of the household 


| See footnote, page 22. 
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sector: food is produced for one’s own needs, while surplus produce can 
be sold at the market. 

Industrialized countries provide many examples both of the benefits 
of industrialization and energy and of the harm that they can cause to 
the environment and to human health. The negative effects of industri- 
alization are glaringly obvious in places where potentially hazardous 
industries have been sited too near population centres, or where there is 
large-scale use of poor fuels such as soft coal, lack of control equipment, 
unrealisitic legislation or inadequate surveillance of workers. Such situ- 
ations are the legacy of a disregard for predictable environmental dam- 
age and, at least initially, ignorance of its long-term effects on human 
health. 

Preoccupation with the problems arising from these conditions 
should not lead us to lose sight of the need for improvements in the 
household. Availability of electricity and gas supplies — still a dream in 
most developing areas — will reduce indoor air pollution and bring 
down the prevalence of respiratory diseases. At the same time, the 
growth of cottage industries will increasingly contribute to economic 
development yet may present environmental and health problems of the 
same nature as those produced by large-scale industries. Regulating 
cottage industries may be more difficult because of the number and 
variety of them, with activities ranging from electroplating to tanning to 
weaving to dry-cleaning. Workers, including children, may be exposed to 
unsanitary work environments and exploitation. It is necessary to ensure 
that the environmental and health dangers associated with cottage in- 
dustry are minimized. 

Air pollution is the most obvious environmental change resulting 
from industrial activity and energy production. It affects human health 
both directly and through the damage it causes to buildings, vegetation 
and fresh water. Thoughtfully selected siting of industry, use of pollution 
control equipment, rational disposal of waste, strict compliance with 
good operational practice and continued adherence to measures to 
protect workers should ensure that environmental and health problems 
are reduced to a minimum. The major difficulty is to set up the infra- 
structure that makes planning, operation, surveillance and quality con- 
trol effective and routine, and to avoid technological “shortcuts” that 
may appear economic in the short term but will be paid for later in 
environmental and health damage and in high costs for clean-up and 
restoration. Training of responsible personnel at all levels to be aware of 
the environmental hazards their work may cause is an expensive but 
essential component of any large-scale expansion of industrial and 
energy-producing activities. 

Industrial accidents may involve large numbers of people when they 
happen in large plants that produce or use hazardous materials, or when 
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whole valleys are flooded if a dam bursts. Industrial accidents have 
occurred in developed and developing countries alike. Developing 
countries have only a small part of the world’s industrial and energy- 
producing plants but the frequency of serious accidents there is un- 
acceptably high. Weakness of the regulatory system and laxity in its 
enforcement, as well as obsolescence of equipment, are likely to be the 
principal causes of accidents. Sometimes the adoption of new and locally 
untried technologies, or the hasty adaptation of technologies to local 
conditions, make accidents more likely if workers and their supervisors 
lack experience in risk prevention. Often local medical and hospital 
facilities may lack the means and experience to handle a sudden influx 
of victims with unfamiliar symptoms. Prevention of accidents through 
discipline and vigilance must be a constant preoccupation of all coun- 
tries, but especially of newly industrialized countries. 

The following list of issues concerning work and health is the out- 
come of group discussions during the Sundsvall conference. The list 
reflects participants’ views of the most important issues for work as a 
supportive environment for health. The issues relate to individuals, 
families, the workplace and the social context of work. 


Issues for action in work and health 


Participants in the Sundsvall conference stressed the need to make the 
workplace a health-supportive environment by: 


— looking on health and human development as basic for all 
individuals and as a resource for economic development at all 
levels; 

— highlighting the impact of work on the individual’s psychological 
state (e.g. self-esteem) and on family function; 

— viewing work environments as multiple backgrounds (physical, 
social, economic, political, ideological, cultural) for physical, 
mental and social health; 

— relating work to social justice, human rights, cultural values and 
the right to adequate pay; 

— identifying potential conflicts between the need for income and 
the need for health (examining why people take dangerous jobs); 

— referring more explicitly to the need for salaries to be adequate to 
live on in a national context; 

— acknowledging that unregulated piecework remuneration may 
push people into overworking; 

— addressing the needs of workers for information and participa- 
tion in decisions about their workplaces; 

— viewing work in a social context; 
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— affirming the role of health and social services in influencing 
health; 

— establishing that work includes paid and unpaid work at home, in 
gardens and farms, in workplaces, and in the informal economy, 
even though working conditions may be uncontrolled and lack 
social security (as is often the case for immigrants, women and 
children); 

— recognizing changing types of work (e.g. the growth of service 
industries) and changing distribution of work (e.g. increase of 
women in the workforce); 

— emphasizing that supportive environments for healthy work re- 
quire the application of science and technology with intersectoral 
action and positive environmental policies; 

— declaring that work environments are subject to global influences 
and need global interaction to ensure they are supportive of 
health; achieving global accountability for work and health; 

— referring to the fact that the actions of one nation may either 
support or damage the environment in other countries (e.g. by 
exporting dangerous products). 


The above issues for action can be summarized as follows: 


— the workplace should be viewed as extending into (or at least 
influencing) the immediate environment: 

— interventions should promote equity; 

— the role of women as a vulnerable group and as important shapers 
of health should be stressed; 

— workers cannot be expected to show concern for many occupa- 
tional hazards unless they have achieved a certain basic standard 
of living; 

— financial rewards cannot compensate for increased hazards to 
health; | 

— aid programmes must benefit people, not just industries, must be 
flexible and adaptive, must recognize the increasing importance 
of NGOs and must also address problems rooted in the informal 
economy. 


Activities and solutions 


The interventions are presented under four headings: global issues such 
as health-supportive legislation and regulation; the social role of work 
(including examples of combating unemployment and providing work 
for disabled persons); ways of creating healthy workplaces; and the issues 
of empowerment and organizational change. 
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Global issues 


The global issues include protection from occupational hazards, the 
right to know about occupational hazards, and provision of occupational 
health and safety services. 


Legislation 


While legislation on these matters is highly developed in many countries, 
it is almost totally lacking in many others. Legislation has its limitations: 
in some places laws may be passed and enforced only if they do not 
threaten the priorities of powerful elements in society. There is a need 
for effective research and action by workers themselves. The following 
measures are recommended: 


— advocacy/actions for legislation (including the right to informa- 
tion, the right to act, the provision of health and environmental 
monitoring, and rights to collective bargaining, collective action 
and collective determination); 

— establishment and enforcement of work and general environmen- 
tal standards and practices both nationally and globally; 

— establishment of health rights by legislation; 

— legislation for affirmative action in the employment of those 
suffering discrimination; 

— establishment of legal requirements for the assessment of the 
health and environmental impact of economic projects; 

— enhancement of the role and capacity of the state to administer 
and enforce supportive laws and to impose penalties and incen- 
tives related to health and work. 


Economic strategies 
Economic strategies for health-supportive workplaces include: 


~ identification of and information on the health costs of different 
patterns and forms of economic production; 

— identification of and information on the economic costs of ill- 
health and the economic benefits of improved health; 

— broadening of the concept of the economy to include paid and 
unpaid work and production, including work done in the home, 
unpaid work done by the women, and so on; 

— advocacy and motivation for economic policies and programmes 
that promote equity, increase people's control over resources for 
health, and increase investment in essential needs and services 
(health care, education, housing, transport, affordable food, etc.); 

— amore positive approach by national and international economic 
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planning agencies towards those who create supportive environ- 
ments for health and development; 
— transfer of resources from military to human development. 


Story 102 WŒ In Sweden, a small town won the fight to 
keep jobs at home : 


Many small towns in Sweden are dominated by one major business 
enterprise that employs most of the people. If the enterprise cuts back or 
closes for whatever reason, this can rapidly change prospects for the 
worse. 

In 1982, a paper production plant closed down in Hörnefors in 
northern Sweden. Overnight, 450 jobs disappeared. 

The unexpected news came as a shock to the inhabitants who real- 
ized this could be a death blow to their community. Over 1000 people — 
about a third of the inhabitants — took part in demonstrations to 
influence decision-makers. 

The atmosphere of crisis that followed the decision to close down the 
plant also resulted in a positive force. The trade union helped to organ- 
ize a worker support network. Former colleagues were kept informed of 
developments and support was given to those most seriously affected by 
the closure. People gradually decided that they were not going to let 
their community be depopulated. The number of persons who com- 
mute from Hornefors to work elsewhere has indeed increased, but there 
has been no decrease in population. On the contrary, the population of 
Hornefors has increased by about 100 compared with 10 years ago. Some 
say that people care about each other more than before and that class 
distinctions have diminished. 

Few people in the community are dependent on unemployment 
benefits. The old factory premises have been refurbished and now ac- 
commodate more than 100 people working in various small businesses. 

None of the shops in Hörnefors has closed down and no houses or 
apartments have been left empty. On the contrary, a new children’s 
store, a shoe store and a clothes store have opened and the hardware 
store has expanded. 

Two factors are considered to have been particularly important in 
facilitating the changes. Firstly, the economic climate improved and, 
secondly, Hornefors is within an area that receives extra subsidies. What 
first seemed like the death knell for this small Swedish community 
turned out to be a positive and defiant call to action. 


aaa 


Problem: Unemployment. 


Solution: People cooperated and helped each other to create new job 
opportunities. 
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Strategies: « Empowering (through community organization). 
e Building alliances. 


Outcome: Employment was created. 


Story 103 Æ Community mobilization in hazardous waste control 


A hazardous waste management company proposed setting up a storage 
site on native American reservation lands. The tribal council informed 
voters about the possibility of other economic development projects, the 
potential health hazards of the waste storage, and the legal responsibility 
and liability of the tribe if there should be a claim of injury from leakage 
from the storage site. An organization called Native Americans for a 
Clean Environment helped in the education process and the outcome 
was that the community voted against the contract. 


a 


Problem: Proposal to store hazardous waste on reservation lands. 
Solution: | Seeking legal advice and other information. 


Strategies: ¢ Policy development. 
e Enabling. 
e Empowering. 


Outcome: Waste storage project was rejected after community involvement. 
ee a a aaauaauMŘŘŘÁ 


Social role of work 


People’s identities are often defined by their work (as viewed both by 
themselves and by others). Work has an important social role for the 
individual in offering an avenue to self-fulfilment, a forum for social 
interaction and a sense of community. 

Unemployment has economic, psychological and social effects on 
workers and their families. Attempts must be made to ensure adequate 


opportunities for work. 


Story 104 W European self-help projects against unemployment 


Unemployment is one of the single most important factors influencing 
the quality of living conditions. In 1987 there were 16 million unem- 
ployed people in the European Community, with 8 million having been 
unemployed for more than one year. These included young and old, 
male and female, and persons of different ethnic backgrounds. Unem- 
ployment may result in a vicious circle of economic, social, psychological 
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and health problems. The European Foundation for the Improvement 
of Living and Working Conditions began a research study in 1985 to 
look at how local communities can promote self-help among the dis- 
advantaged and unemployed. Twenty local projects in Belgium, 
Germany, Ireland, Italy and the United Kingdom were examined. 

Community activists, often together with public agencies, trade 
unions, churches and professionals, developed local projects funded 
in different ways. This assistance was intended to help unemployed 
people reintegrate socially and economically into their communities. 

The research process involved project organizers and participants, 
representatives of governments, trade unions, employers, European 
Community officials, as well as an international research team. A follow- 
up workshop to debate the findings and agree on recommendations for 
policy, practice and future research was held in 1988. The work provided 
a higher profile and understanding of community actions on unem- 
ployment. In 1989, the European Community started a large-scale 
programme (ERGO) to stimulate further action and to evaluate many 
of these projects. ERGO has reported on the findings and made 
recommendations. 
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Problem: Widespread unemployment. 
Solution: Local self-help projects. 


Strategies: Empowerment and increased dignity for the unemployed (the 
initiation of long-term processes of individual and community 
development, as well as education, training and information). 


Outcome: Economic and psychosocial support for the unemployed. 


Story 105 M Solidarity boosts self-esteem and combats 
unemployment among young women 


The Swedish town of Eskilstuna is a typical industrial town of 90000 
inhabitants. Women and girls have been badly affected by unemploy- 
ment. In 1987 the municipality of Eskilstuna started the Amanda project 
to support young women entering the labour market, especially those 
with special needs. The goal of the project was to strengthen self-esteem 
and help women obtain work, start studying or otherwise take a more 
active part in society. 

The project is housed in a 6-room apartment in downtown 
Eskilstuna. Amanda is for women aged 16-24 years who either contact 
the project of their own accord or are sent by the employment office or 
welfare office. Efforts are made to make the most of each womans 
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talents. The Amanda project helps the women plan for the future, and 
organizes study visits, artistic and creative activities, personal discussions, 
vocational training and on-the-job training under supervision. With the 
supervisors, the young women formulate their goals, perhaps to manage 
living alone, to stop taking drugs, or to get a job. Finally the women are 
discharged to stand on their own feet. The young women may discon- 
tinue their participation in the project at any time, and the amount of 
time they spend there varies. They cannot be expelled for bad behav- 
iour, though if they stop attending sessions they are immediately con- 
tacted by the supervisors and given the chance to return when they feel 
ready to try again. The friendly atmosphere is intended to help build up 
as good a relationship with the women as possible. The employment 
department of the municipality of Eskilstuna was the major force behind 
this project. 

By working and studying, the young women develop their ability to 
assess situations, make rational decisions, and share a feeling of 
togetherness. The supervisors base their approach on participation. 

After three years, some 30 young women have left the Amanda 
project, although they still keep in touch with each other. The project 
cost about US$130000 in 1989, of which three-quarters went on staff 
salaries. The annual cost of the project for each woman helped is slightly 
higher than for a secondary school student. 


LEE EEE 


Problem: Unemployment, drug use and other social problems among 
vulnerable young women. 


Solution: | The women were given the chance for personal development 
through study and work. 


Strategies: ¢ Enabling. 
e Building alliances (through shared experiences). 


Outcome: Many women are able to integrate socially again. 


Healthy workplaces 


Prevention of occupational diseases and injuries is of paramount impor- 
tance globally. One important measure is to provide appropriate services 
to promote health and reduce accidents at work. 


Story 106 E Community self-diagnosis revealed chemical dangers 


There are various approaches to controlling the use of poisonous sub- 
stances in the workplace. These include stopping the use of the sub- 
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stance altogether, reducing the numbers of people exposed, reducing 
levels of exposure, and providing personal protective equipment. 

In the early 1970s, studies in Finland and Sweden found that people 
exposed to organic solvents suffered from headaches, forgetfulness, 
insomnia, fatigue and personality changes. 

In Skaraborg, a Swedish county with just over 250000 inhabitants, a 
multidisciplinary investigation in 1977 revealed an excess of psychiatric 
illness in two communities dominated by the wood-processing industry. 
A so-called community self-diagnosis survey, carried out together 
with the trade unions, showed that some 3000 people were exposed 
to solvents in quantities that might constitute a serious risk of 
neuropsychiatric illness. 

An educational programme was started for the employees of the 
industry, a care programme was set up for affected persons, a demonstra- 
tion factory was built, and doctors, nurses and psychologists were 
trained. Companies and labour representatives joined in an intervention 
programme to encourage those involved in the varnish process not to 
leave their jobs for fear of the risks. Educational material was designed 
and tested both locally and nationally. 

All persons exposed to the solvents were asked to answer a question- 
naire. The medical survey covered 285 persons, of whom 56 (20%) were 
referred to an occupational medicine specialist for further investigation. 
In most cases, reported symptoms could be related to work with known 
high exposure and could be remedied by fairly commonplace measures 
such as ventilation or a change of equipment design. 

It turned out that it was easier to improve the workplace environment 
if proposals were backed by evidence of how much material and energy 
could be saved or how much productivity could be expected to rise. A 
new type of face-mask was introduced, increasing employee well-being 
without a heavy investment by the company. 

The employees who were most exposed to the solvents were able to 
take part in company-supported study circles on the risks of organic 
solvents. 

A demonstration plant for personnel training was created with the 
aid of a grant from the national Working Environment Fund. 
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Problem: _ ll-health resulting from chemical hazards. 
Solution: | Education of employees coupled with environmental changes. 


Strategies: ¢ Building alliances. 
e Enabling (through product development). 


Outcome: Working conditions were changed and exposure to health- 
damaging chemicals was reduced. 


ee ee ee 
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Story 107 WŒ Organizing electronics workers on health hazards 


The Santa Clara Center for Occupational Safety and Health was formed 
in 1977 in San José, California, USA. The area is the heart of the United 
States electronics industry but there was little trade union involvement. 

The Santa Clara Center came about as a result of a meeting of the 
local Commission on the Status of Women, at which many women 
workers publicly complained about the chemical hazards of working in 
the industry. Community representatives in the Santa Clara Center in- 
cluded the Commission on the Status of Women, the United Electrical 
Workers Organizing Committee and the American Friends Service Com- 
mittee. The organizers hoped that the focus on health and safety hazards 
would help identify workers who had doubts about company practices 
and who could help organize unions in the industry. 

The core group created a non-profit front organization called Project 
Health and Safety in Electronics which was legally entitled to receive 
government grants and educate workers about the possible hazards in 
electronics through public meetings, telephone information and pam- 
phlets. As this group received government money, it was prohibited by 
law from lobbying to influence legislation. Nevertheless, the Santa Clara 
Center itself, which received no government money, was free to con- 
tinue its open advocacy on behalf of workers. A telephone hotline was set 
up, mainly to answer workers’ questions about the substances they 
worked with. 
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Problem: Health hazards in electronics industry. 
Solutions: Funding, and organization of non-unionized workers. 


Strategies: « Advocacy. 
e Mobilizing. 


Outcomes: * Organization championed the cause of electronics workers. 
e A telephone hotline answered health queries. 


Story 108 E Women won fight for new chemical standards 
in the USA 


In 1977 three women who worked at an electronics firm in California 
realized that the headaches, blisters and metallic taste they were each 
experiencing might be caused by assembling electronic components. 
Later a male manager began to exhibit similar allergic reactions. The 
company rebuilt the ventilation system in the place where the women 
worked. However, even the new ventilation system was inadequate 
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to protect the women who continued to suffer toxic reactions and 
were instructed to spend their days sitting in the company cafeteria. 
Occasionally the women were called on to sniff the air in a particular 
department, if they experienced an allergic reaction the air was judged 
to be contaminated. 

In 1979, together with a lawyer and the Santa Clara Center for 
Occupational Safety and Health, the women called for a health hazard 
evaluation. Physicians of the National Institute for Occupational Safety 
and Health determined that the women’s job had made them ill and 
recommended that the company renew the entire ventilation system 
in the plant. A university physician determined that the women were 
“super-sensitive” to industrial chemicals. Soon afterwards the three 
women were fired, but their case led both to a re-examination of the 
issues of health and safety within the industry and to a call for a much 
lower exposure standard for trichloroethylene (TCE), a solvent widely 
used in the electronics industry. 

The women encouraged other non-unionized workers to protest 
about conditions in the electronics industry and call for government 
investigation of conditions. Injured Workers United, which focuses on 
the problems of disabled workers, was formed as part of the Santa Clara 
Center. 


———————— aaa 


Problem: Health hazards in electronics industry. 
Solution: | Empowering and encouraging workers to protest. 
Strategy: Advocacy (lobbying for investigations). 


Outcome: New standards for emission of toxic chemicals, example of 
successful mobilization. 
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Story 109 E Organic production of bananas in the Philippines 


In 1980 an employee of a banana plantation in the Philippines visited 
Japan to raise the issue of use of pesticides on Philippine banana planta- 
tions owned by Japanese multinational organizations. Pesticides not 
permitted in Japan were reportedly used in countries that exported food 
to Japan. Documents obtained by Japanese consumer groups in the early 
1980s showed that the Philippines bananas contained measurable levels 
of four presticides. Consumers were concerned about health risks from 
long-term exposure to dangerous chemicals. 

A campaign to stop use of dangerous pesticides on Philippine banana 
plantations was started in 1986. A field survey showed that 26 types of 
pesticides were used. 
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Despite setbacks, the campaign continues. Consumer and citizens’ 
groups have published documents on the issue. In 1989 the Congress of 
Consumers condemned the multinational corporations and is in contact 
with lawyers to evaluate the possibility of regulating their activities. 

Another campaign has resulted in the organic production of bananas 
in the Philippines. The acceptance of chemical-free bananas in spite of 
the high costs is a victory. Cooperative relations are being established 
between the two campaigns. Demands continue for an end to the use of 
hazardous pesticides, for the provision of protective clothing, for educa- 
tion on safety, and for the companies to pay the medical expenses of 
those affected by the pesticides. 
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Problem: Pesticide use in banana plantations in the Philippines, owned by 
Japanese companies. 


Solutions: Campaign against pesticides, education, legal action. 


Strategies: Ħ Mobilizing consumers (networking with citizens’ groups). 
e Reorienting production. 


Outcomes: ¢ Continuing attempts to regulate multinational corporations. 
e Organic production of bananas. 
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Story 110 WŒ Building an occupational health centre in an industrial 
zone of Sudan 


In Khartoum, Sudan, there is a large industrial zone with industries of 
various sizes. There was no local hospital and sick workers had to be sent 
to the distant district hospital. 

In 1975 a campaign group was formed to advocate the philosophy 
of health for all, including workers’ health. It started by making 
itself known to everyone including high-level government officials, em- 
ployees and the strong trade union movement. The group managed to 
secure an allocation of land in the centre of the industrial zone to 
establish an occupational health centre. Well-organized fund-raising 
by government, employers and labour groups meant that the centre 
could be built in only nine months. Doctors and health supervisors 
became involved in the project and an occupational health department 


was also set up. 


oS neni al 
Problem: Inadequate occupational health services for workers. 


Solution: | Forming a campaign group to influence workers’ health. 
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Strategy: Advocacy. 


Outcome: Establishment of an occupational health centre and an 
occupational health department near the places of work. 


Story 111 Œ Supporting primary health care in the 
workplace in Sudan 


Since about 1960 the number of work-related accidents in Sudan has 
been rising sharply. In the 1970s an occupational health department was 
established with the help of WHO. At the same time some labour and 
health laws were updated and new ones were passed. Problems of occu- 
pational safety started receiving more attention and more people started 
demanding compensation for work-related accidents. 

An active public health advocacy group, the Sudanese Society of 
Preventive and Social Medicine, in collaboration with the Canadian 
Public Health Association, the Sudanese Workers’ Union and the Em- 
ployers’ Federation, formulated a three-year project to support primary 
health care at the workplace. Some 120 health care workers were trained 
for nine months as occupational health and safety supervisors. These 
supervisors teach workers about safety and health in the workplace and 
at home. Health education sessions aimed at health promotion were 
held. Although trends in disease and accident rates have not been 
assessed, the overall attitude to health has changed as a result of the 
project. 
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Problem: Increase in work-related accidents in Sudan. 
Solution: Support primary health care in the workplace. 


Strategies: èe Advocacy. 
e Building alliances (international training). 


Outcome: Improved awareness of occupational health hazards. 


Story 112 M Health insurance schemes develop health promotion 
in the workplace 


Since 1989 German health insurance schemes have been obliged to 
support health promotion. In order to achieve a comprehensive long- 
term health promotion programme within a company, appropriate in- 
frastructures and instruments are needed. A number of these have been 
established. Workplace health committees consist of representatives of 
employer and employees as well as company health specialists. Together 
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they analyse the situation, set targets, initiate health programmes and 
evaluate their results. Company health reports present data on health 
and sickness of employees in order to identify major health problems in 
the company. Company health fora provide the opportunity for em- 
ployee participation in the company health promotion process. Such 
bodies are useful when the data in the company health reports are too 
abstract or when there are psychosocial problems to be assessed and 
dealt with. It is reported that employees are able not only to identify 
precisely stressful work demands but also to make specific proposals for 
overcoming these. 

The federal agency that deals with company health insurance 
schemes supports research and development of concepts and models of 
company health promotion. It also organizes seminars and produces 
literature in support of this goal. In cooperation with the WHO Regional 
Office for Europe, the agency has set up a database of some 100 models 
of workplace health promotion, mainly from large German companies, 
and described according to standardized categories. As of the end of 
1992, this information has been available in English on request free of 
charge. 


eee 
Problem: No mandatory health promotion by the German health insurance 
schemes. 


Solution: In 1989 all health insurance schemes were obliged to establish 
long-term health promotion programmes. 


Strategy: Reorienting organizations. 


Outcome: ¢ Health promotion in German firms. 
e European database on health promotion in the workplace. 


Story 113 E First WHO “healthy hospital” established in Vienna 


Hospitals are attractive environments for health promotion for several 
reasons. They contain a great deal of expert knowledge on health and ill- 
health, they employ many people and have a large number of patients 
and visitors passing through. Hospitals have multiple contacts with other 
health and social institutions in the region, are important consumers in 
different markets and are at the forefront of modern medicine in terms 
of health care, research and education. Consequently hospitals tend to 
enjoy a position of prestige and influence. 

The Vienna “healthy hospital” project was set up in 1989 at the 
Rudolfstiftung hospital in the Austrian capital. The project is sponsored 
by the WHO Regional Office for Europe and the city of Vienna. Volun- 
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tary participation is a strategic principle of the project and hospital staff 
voted in favour of carrying it out. One of the subprojects concerns 
health in the workplace and includes study of hazardous working ma- 
terials, the organization of the hygiene infrastructure and the develop- 
ment of communication and social relationships. Other subprojects 
concern the reorganization of outpatient and neurology departments, 
training for diabetic patients, hospital catering and nursing care. 

The projects have been successful in developing strategies, structures 
and procedures for the implementation of the concept of a health- 
promoting hospital. 


Problem: The potential for health promotion in hospitals was not 
adequately realized. 


Solution: | Establishment of a project to develop the concept of the health- 
promoting hospital and implement appropriate strategies, 
structures and procedures according to the Ottawa Charter of 
Health Promotion. 


Strategies: e Reorienting organizations (providing appropriate and essential 
Services). 
e Policy development (by applying innovative approaches and 
mediating). 


Outcomes: Expected gains are in higher quality of medical, nursing and 
social services, with higher job satisfaction among staff. The 
hospital's reputation was improved with better integration of the 
hospital into its regional environment. Through reorganization of 
services, more attention can be given to the well-being of 
patients and relatives, working practices, functions and space. 


Work can make you healthy 


Promoting health through work is currently a high priority in more 
developed countries. One way of doing this is by developing manage- 
ment styles that make efficient use of human resources through 
workplace design, time management and staff development. 

In one case, employees of a German publishing house were not 
consulted about the design of their new office building. Their frustra- 
tion was manifested in the form of complaints about air quality. Com- 
plaints were reduced after consultation. A Dutch company found that 
alcohol problems among employees were linked to frequent organiza- 
tional changes. Training in coping skills reduced time lost due to sick- 
ness, to the benefit of both the employer and the employees. 
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Story 114 WE Trade unions act for health 


In Sweden during the 1980s growing differences in health between poor 
and affluent groups were noted. In 1987 the Swedish Confederation of 
Trade Unions started a nationwide project, assisted by central authori- 
ties, to change this situation. 

Traditional health education has often argued for changes in lifestyle 
without consideration of working conditions. That approach has had 
some success among white-collar workers but has often failed to arouse 
much interest among blue-collar workers. Many people simply take the 
attitude that they should be left to live the way they want to. 

In 1983 a new Health and Medical Care Services Act took effect in 
Sweden. An introductory statute in the law states that the goal of the 
health care system is good health and that health services should be 
available to everyone in the population on equal terms. 

During this period, the WHO health-for-all targets for the Member 
States in the European Region were also elaborated. Sweden supported 
these targets at a European regional meeting in 1984. The greatest 
resource in this project was the Swedish Confederation of Trade Unions 
by virtue of its size and structure (more than 2 million members, 
including 90% of all blue-collar workers in the country). The 
government allocated 700000 Swedish crowns (about US$140 000) 
annually. 

In collaboration with the confederation’s 17 regional districts, the 
county council departments of social medicine and locally based health 
planners, the project now uses around 7 million Swedish crowns 
annually. 

A basic feature of the project design has been to put responsibility for 
the goals, methods and priorities at the local level. The central resources 
have been used not to direct local activities but to relate health issues to 
work and to various environmental conditions. 

Accounts of local projects indicate a dominance of lifestyle-oriented 
activities. There are also examples of measures that give prominence to 
issues of work organization. The strong active participation of the mem- 
bers is a notable feature of the project. 


ee EET Tare =a 
Problem: Persistent class-related health differences in Sweden. 


Solution: | Large-scale public health project. 


Strategies: ¢ Mobilizing. 
e Reorienting organizations. 


Outcome: Provision of appropriate occupational health services. 


ee Ř———— 
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Empowerment issues and organizational change 


Workers may lack knowledge of factors affecting health, or may fail to act 
on their knowledge because of tradition or culture, or because of en- 
vironmental disincentives. 


Story 115 HM Reorganization of automobile production cuts 
occupational injuries 


The mass production of automobiles depends on assembly lines. Few 
people view assembly line production as a supportive environment for 
health. During the 1960s and 1970s there were reports that automobile 
workers were suffering from exhaustion due to stress, monotony and 
repetitive tasks on assembly lines in production plants. In the Swedish 
automobile industry there were high levels of absenteeism due to illness, 
high staff turnover, a reduction in quality of output, and protests by 
employees. 

Researchers demonstrated that the assembly line was not as efficient 
a means of production as originally thought. A Swedish company found 
it was able to cut back on staff who did the actual assembling but had to 
hire more people to check the products. As factories specialized in 
specific aspects of automobile production and the number of product 
variations increased, time was lost in transporting parts and making 
adjustments. 

The company decided to re-examine its approach. When a new 
automobile assembly plant was built in 1974, attempts were made to allow 
employees to have a say in planning for a better working environment. 

This new approach was taken even further in a new automobile plant 
that was opened in 1989. Each car produced at the plant is assembled by 
one production team. The factory has 40 production teams, each of 
8-10 men and women. There are no managers in the traditional sense. 
Team representatives are responsible for quality, cost, maintenance and 
so on. The goal is to rotate these tasks every month. The teams also take 
part in recruitment and training. The new plant has the highest quality 
output of the company’s three Swedish factories and productivity is 
increasing, 

This new way of organizing automobile manufacture may be more 
profitable than the assembly line because team production is more 
flexible and more responsive to change, such as when a new model is 
introduced. 


SEs 


Problem: High staff turnover and occupational stress in Swedish 
automobile factory. 


Solution: | Reorganization of work, job rotation, sharing responsibilities. 
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Strategies: ¢ Advocacy. 
e Enabling (through production line changes). 


Outcome: More worker satisfaction, fewer occupational injuries. 


Story 116 WŒ Forestry workers fight for a life after 50 


Half of Sweden is woodland. The forest has played a significant role in 
the development of modern Swedish society. Next to iron ore, timber 
has been the country’s most important natural resource. It is Sweden’s 
leading export industry, bringing in the largest amount of foreign cur- 
rency. One in every 16 employed Swedes lives off the forest in some way. 

Up until the end of the 1940s, all felling of trees was done manually. 
Today, the wood-cutting industry is highly mechanized. 

Felling timber was extremely hard work. For the wood-cutters of 
northern Sweden, it also entailed walking in deep snow in the bitter 
cold. By the time they were 40, workers were often worn out, with 
chronic back problems; this explains some of the impetus behind the 
demands of trade union members in northern Sweden in the 1960s for 
a fixed monthly wage. Most of them felt that piecework, by which they 
were paid according to the amount of timber produced, contributed to 
damaging their health and causing injuries. Forestry workers also face 
other dangers, such as exposure to chemicals used in some processes, 
exhaust fumes and oils used to lubricate machinery. 

At the beginning of the 1970s, 85% of Swedish forestry workers were 
paid mainly according to the piecework system. 

Great efforts had been made to reduce accidents, particularly while 
felling trees. Felling a tree according to the safe method took on average 
14 minutes, though with fewer safety procedures a tree could be felled in 
four minutes. By using the faster method, forestry workers made more 
money. 

In 1975, there was a strike of 7000 forestry workers in northern 
Sweden. They called for a fixed monthly wage and higher daily allow- 
ances in an attempt to minimize risk of accidents and prevent ill-health 
among older workers. “A life after 50” was one of their slogans. 

The strike resulted in two different wage agreements: a monthly 
wage, mainly for workers in northern Sweden, and a salary based 85% on 
time and 15% on productivity for other workers. 

Accidents fell by almost 30% after the new wage system was imple- 
mented and forestry workers had fewer days of sick leave. Productivity in 
the timber industry decreased in the first five years after the new rate was 
agreed on, but this decline had been foreseen. 

Today a fixed salary remains the guiding principle for forestry work. 
Workers can now choose between a set monthly wage and two piecework 


alternatives accounting for 40% of the salary. 
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Problem: Piecework among Swedish forestry workers contributed to a 
high number of accidents and serious injuries. 


Solution: Strikes and agreement about a fixed monthly wage. 
Strategies: Mobilizing and empowering. 


Outcome: When the forestry workers went on strike, their demands for a 
monthly wage were met. This in turn reduced the number of 
occupational accidents. 


ee eee 


Story 117 M Pesticides and the international cocoa workers’ network 


Threatened by corporate takeovers throughout the 1980s, including lay- 
offs and plant closures, workers in the cocoa and chocolate industries 
began in 1986 to form an international network to gain more control 
over developments affecting their lives and livelihood. Workers from 
countries as diverse as Ghana, Hungary, Malaysia, and the United King- 
dom shared experiences and visited each other to learn what others were 
doing in campaigns for employees’ rights. 

The workers took up the issue of working conditions and the number 
of health problems attributable to pesticide use. A long working day and 
hazardous work were part of the problem. Small farmers were unable to 
use costly chemicals and some fell deep into debt. 

Cocoa workers from around the world share information through 
the network. A core group travels to different countries and helps de- 
fend the rights of workers and trade unions. Several companies have 
responded to requests from the network to reveal the amounts of chemi- 
cal residues in chocolates. 


——— a 


Problem: Health problems in the cocoa industry. 
Solution: Forming an international network of cocoa workers. 


Strategies: e Empowering workers (through exchange, training). 
e Advocacy (about deleterious conditions). 


Outcome: Concessions from the industry. 


— pee O 


Story 118 W Supplying information as a tool of empowerment 
in Brazil 


In the 1970s policy-makers in Brazil recognized that many cases of 
accidental poisoning were not registered. Many people working in rural 
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areas and exposed to pesticides reported headaches, abnormal fatigue, 
insomnia and other problems related to the nervous system. In the State 
of Parana, in the south of Brazil, several deaths were reported. 

Other health problems related to excessive drug consumption, high 
exposure to chemicals in industry, and high levels of air and water 
pollution in urban areas were also identified. 

In 1980, the National System for Toxicological and Pharmacological 
Information was created to increase access to information about the 
toxic effects of drugs and other products. The main users of this system 
were policy-makers, health professionals and other citizens. 

This system has been transformed into a national programme called 
PRONITOX which links 14 Centres for Toxicological Information, 
where health professionals provide information by telephone, and five 
Centres for Toxicological Control, which provide hospital care with 
clinical follow-up of patients. This system is coordinated by a public 
health and biomedical research institute linked to the Ministry of 
Health. 


a 


Problem: Very high levels of accidental poisoning in Brazil. 
Solution: | Extending access to information. 


Strategy: Raising awareness (creating a National Information System on 
Toxicology and Pharmacology in several states, providing 
access to information and hospital care). 


Outcome: Activities increased awareness of the problem and aided 


prevention. 
irr ee. O 


Story 119 M Promoting better pesticide use in tobacco growing 


Farmers in a rural community in Perugia, Italy, started to notice in 1988 
that certain kinds of birds were no longer seen in their fields. The 
farmers thought this must have something to do with the chemicals they 
were using. They asked local health services to study the problem and to 
investigate the health status of people living nearby, whether they 
worked on the fields or not. 

A study was carried out to measure the amounts and the strengths of 
the pesticides used. Farm workers were asked how they used the differ- 
ent products and video recordings were made of their use. Farmers’ 
meetings discussed problems of pesticide use, such as toxicity, hazards, 
damage and improper use. A clinical survey was done to determine the 


health of the population. 
Many interested parties were involved in the project — the local 
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health services, the local administrative authorities, social organizations, 
the Department of Hygiene and the Institute of Occupational Medicine 
of the University of Perugia. 

As a result of the pesticide project, farmers decided to use fewer 
chemicals and to use those that were less toxic. However, they refused to 


stop growing tobacco. 


-—— eS? 


Problem: Pesticides were observed to have poisonous effects on wildlife. 


Solution: A survey of pesticide use was initiated and information 
meetings were organized. 


Strategies: ° Mobilizing (farmers). 
e Building alliances (between workers, administrators and 
scientists). 


Outcome: Less use of chemical pesticides, change to safer brands. 


Story 120 Œ Centre for women’s occupational health opened in the 
United Kingdom 


Traditionally, women were under-represented in trade unions in the 
United Kingdom. At the same time there was an over-representation of 
women in the informal sector. Consequently, little attention was being 
paid to the hazards of women’s work. 

A non-profit organization, the Women’s Work Hazard Centre, was 
established in the mid-1970s in London, to support women’s initiatives 
in researching and developing solutions to hazards associated with 
women’s work, both paid and unpaid. The initiative was taken by women 
concerned about the social causes of women’s ill-health and the neglect 
of the problem by male-dominated health and safety organizations. 

As a result of the initiative, consciousness-raising and alliance-build- 
ing were carried out in collaboration with other women’s organizations. 
A conference was organized on the social causes of women’s ill-health. 
The Women’s Work Hazard Centre gained representation in the Man- 
agement Group of Women’s Health and in the Reproductive Rights 
Information Centre. Publications were disseminated on the health 
hazards of women’s work. 


Sn eemeeemrnereeene 


Problem: Neglect of women’s occupational health hazards. 


solution: | Women’s organizations established a centre for information 
dissemination, advice, research and networking among women’s 
groups. 
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Strategy: Building alliances (networking, organizing conferences, 
establishing a new organization). 


Outcome: More attention paid to the problems of women’s occupational 
ill-health through contacts with other organizations, 
dissemination of information and conferences. 


Story 121 WŒ Dealing with substance abuse in workplaces 


Some 25 years ago in Norway, retailers, manufacturers, other employers 
and the state jointly formed the organization called Workplace Commit- 
tees against Alcoholism and Drug Addiction. The aim was to reduce 
alcohol and drug problems in the workplace and to avoid having to 
dismiss employees because of their substance abuse. 

The social structure of the work environment is deliberately used to 
identify and assist high-risk individuals and to disseminate information. 
“Clients” choose their own contact persons who are instructed and 
supervised by occupational health officials. This has led to fewer cases of 
absenteeism and dismissal due to alcohol abuse. 


Te 


Problem: Employees with substance abuse oroblems. 
Solution: | Workplace committees established to help people at risk. 


Strategies: * Building alliances (trade unions, employers’ organizations and 
the state, and forming committees at central and local levels). 
e Enabling. 


Outcome: Less substance abuse at work, less absenteeism and dismissal 
due to substance abuse. 


Story 122 W Taking steps towards better occupational 
health in Brazil 


Brazil has one of the highest rates of occupational injury in the world. 
The trade unions have grown in strength and new strategies have been 
defined for improving working conditions, for giving employees infor- 
mation about risks in the workplace and for using new technologies in 
accident and disease prevention. There has also been improvement in 
social security benefits in cases of accident and occupational disease. 
Important milestones in this development were the use of internal 
commissions for accident prevention, the creation of the Intertrade 


Department for Studies in Labour Health in 1981 which improved trade 


union strategies in health issues, and the actions of the Brazilian Centre 
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for Studies in Health and the Brazilian Association for Graduate Courses 
in Collective Health. The Centre for Studies in Workers’ Health and 
Human Ecology is a central reference institution for work and health 
issues. 

Local programmes linking occupational health and public health 
started in 1982 and made a crucial contribution to a national discussion 
that culminated in the Eighth National Health Conference in 1986 with 
the participation of 5000 delegates. The same year the First National 
Conference on Workers’ Health was held. In terms of policy develop- 
ment, the National Commission on Sanitary Reform linked seven differ- 
ent technical groups and paved the way for a new health concept in 
Brazil’s new constitution of 1988. According to the constitution, busi- 
nesses have to pay a fine if they are proved responsible for an accident in 
the workplace. The role of the health systems in occupational health has 
been defined, as have actions for epidemiological surveillance. For the 
first time a ministry is entitled to take action to protect workers’ health 
and to prevent occupational hazards. 


es 


Problem: High rates of occupational injury in Brazil. 
Solution: New strategies and technology, access to information. 


Strategies: ¢ Policy development (national). 
e Empowering (trade unions, strengthening legal frameworks for 
workers’ health, sanctions against industry, mediating through 
conferences). 


Outcome: Redefined focus on occupational health. 


Story 123 E Company health Promotion workshop in Germany 


In 1990, a workshop on health promotion by companies was arranged in 
Hamburg, Germany, for about 60 managers and other employees of 30 
companies. The workshop was arranged by several institutions and or- 
ganizations concerned with health and employment, including church 
bodies. Discussions were held about special schemes for improving 
health promotion within companies, integrated health policies and what 
the business community could do to support health promotion through- 
out Hamburg. 

The background to the workshop was a multitude of health problems 
but few health promotion activities in Hamburg companies. A prerequi- 
site for these activities was an increase in interest in health promotion 
within the business community. There was also a need to support a 
Healthy Cities policy. 
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Interest in the business community was generated by the fact that the 
church agreed to help organize and sponsor the workshop. Health 
insurance schemes and a network of managers were used as information 
channels. Models of good practice were demonstrated in the form of 
reports by representatives of health insurance schemes and health pro- 
motion projects. 

After the workshop, the organizers set up an exhibition and held 
follow-up workshops. They also published a report. Negotiations be- 
tween a health insurance scheme and a chemical company resulted 
in the establishment of a health promotion project. Several model 
projects are now being negotiated. The trade unions have also taken 
up the subject and are scheduled to organize a workshop of their 
own. 


nn LEE 


Problem: Health problems and few health promotion activities in Hamburg 
companies. 


Solution: A health promotion workshop with the support of business, 
labour and the church. 


Strategies: ¢ Building alliances (business community and religious 
organizations). 
e Enabling (through health insurance schemes). 


Outcome: Dissemination of workplace health promotion. Trade unions 
involved. 


Story 124 @ Training health and safety delegates in Italy 


In 1990, the national Italian transport trade union decided to create a 
network of workers who would promote knowledge and action for sup- 
portive environments and healthy working conditions in the workplace. 
Workers in different sectors (water, air transport, roads and railways) 
were trained as regional health and safety delegates. The working condi- 
tions in parts of the transportation system, especially roads and water, 
were sometimes difficult. 

Health professionals from the National Health Service, as well as 
experts in hygiene, occupational health, medicine and law, took part in 
the training courses. During the training activities it was realized that 
there was a need to change the National Work Contract, defining more 
precisely the rules regulating the employer-employee relationship, and 
improving the work environment and other conditions. These changes 


are now in effect. 
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Problem: Difficult work conditions in the Italian transport sector. 
Solution: Training of regional health and safety delegates. 


Strategies: ¢ Raising awareness (training of delegates). 
e Policy development. 


Outcome: Working conditions and work organization have improved, a 
National Work Contract has been redefined. 


ee O 


Story 125 WŒ A Swedish-Nicaraguan project to improve 
miners’ health 


In 1983, the Department of Social and Preventive Medicine of the 
University of Leon, Nicaragua, asked the Kronan Health Centre of the 
Karolinska Institute in Stockholm, Sweden, to collaborate in a project 
called Abdon Vega at a gold mining site in Nicaragua. 

The project was carried out in two stages. The first phase involved 
assessing the major work-related health problems of the miners, such as 
lung disorders and hearing problems. The second stage sought to assess 
the general living conditions and related health problems of miners’ 
families and other community members. Another aim was to study 
the feasibility of establishing a health promotion programme in the 
community. 

The problems were defined by those directly involved. Interviews 
were conducted with mining executives, union representatives, the staff 
of the health centre, representatives of popular organizations and the 
miners themselves. A series of study visits to the mines was undertaken. 
Screening of miners began to establish the prevalence and types of 
occupational disease and a technical investigation identified environ- 
mental hazards in the mine. 

In the second phase involving miners’ relatives and other community 
members, local popular movements provided a description of local 
health risks, forming the basis for long-term programmes. 

Union representatives participated actively throughout the project 
period and played a key role in communicating information to workers. 
The union organized its members to construct a building in their leisure 
time to house the project’s administration. 


a OUO 


Problem: Health problems among miners and their families in a 
Nicaraguan mining community. 


Solution: Community involvement in defining problems and solutions in a 
joint Swedish—-Nicaraguan research project. 
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Strategies: ¢ Mobilizing (community involvement). 
e Building alliances (involving local community, Kronan Health 
Centre and the Department of Social and Preventive Medicine 
in Leon). 


Outcome: Results from assessments of the health conditions of the 
miners and their families formed the basis for long-term health 
programmes. A local literacy campaign was started, and the 
construction of houses, latrines and drinking-water projects was 
speeded up. Garbage disposal improved. 


Conclusions 


The whole of society has an interest in contributing to supportive en- 
vironments for health in working life. Company owners, managers, 
government, politicians, decision-makers, trade unions and workers all 
have a major role to play. 

Improvements in the health of the labour force benefit the whole 
of society through improved quality of life and less expenditure on 
social welfare. This support can also help businesses increase their cost- 
effectiveness. 

When considered in terms of the seven strategies in the HELPSAM 
model described in Part 1, the experiences recounted by participants at 
the Sundsvall conference and the stories in this chapter demonstrate a 
number of important factors. 


e Government support of policies concerning the health of workers 
is very important. Policy goals should include the right to work, 
equity between women and men, and a commitment to fight against 
unemployment. 


e Regulations and laws should protect against occupational hazards. 
The right to information about occupational hazards is important, as 
are the provision of occupational health and safety services, the regu- 
lation of working hours, legislation against discrimination and abuse 
of the labour force (particularly children and pregnant women), and 
the ability to organize and negotiate on working conditions. 


e Industry can benefit health by increasing efforts to move towards 
production methods that do not harm the environment. In the 
workplace, as workers have increased control of their working environ- 
ment, they have made health concerns a priority. Trade unions, occu- 
pational health services and insurance companies have important 
roles in supporting workers’ health. In addition to traditional tasks 
such as improving salaries and working conditions, for instance, 
workers’ movements have also shown themselves successful in improv- 


ing health promotion in the workplace. 
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e Groups such as trade unions, women’s associations, occupational 
health and safety authorities, health promoters and environmentalists 
play an important role as advocates for health. 


e Alliances between the workforce and health promotion bodies, 
consumer associations and researchers have great potential for the 
improvement of working life. 


e Key enabling factors include education, training, access to informa- 
tion and technologies, and democratization. 


e Strategies for mobilization are based on the relation between work, 
supportive environments and people’s health. Empowerment has 
both organizational and individual dimensions. The organizational 
dimension includes the distribution of power and negotiating skills 
and opportunities for achieving these aims. The individual dimension 
encourages personal development by supporting self-reliance, self- 
confidence and self-esteem. These dimensions show the potential for 
promoting health by creating supportive environments in the 
workplace. 
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Transport 


The development of environmentally appropriate technologies is 
closely related to questions of risk management. Such systems as 
nuclear reactors, electric and other utility distribution networks, 
communication systems, and mass transportation are vulnerable if 
stressed beyond a certain point. 


(Our common future. Report of the World Commission on Environment and Development, 
1987) 


issues and problems 


Transportation is an essential part of the daily life of human beings. 
Without transport, only a low-level subsistence agricultural economy is 
possible. Cities and rural areas have to be linked because of the need to 
transport necessities such as food, raw materials, fuel and drinking- 
water, and for the distribution of products and the disposal of waste. 
Good planning can facilitate access to employment and services, and 
efficient transport systems can strengthen the economy through effi- 
cient exchange of raw materials and finished products. 

Lack of transport results in social isolation, lack of employment 
opportunities and inadequate access to education, goods and services. 
Transportation is also needed to ensure safety (fire service), security 
(police) and quick access to medical care and life-saving services (such as 
emergency care for people injured in accidents or taken ill). 

At the same time, transport today is a major threat to global life- 
support systems. Transport systems consume oil, an important non- 
renewable resource. Sustainability of renewable resources is affected by 
emissions of nitrogen and sulfur oxides that lead to acid rain, degrada- 
tion of vegetation and damage to crops and forests. Air pollution, par- 
ticularly high concentrations of carbon monoxide, nitrogen oxides and 
lead, is a major problem in urban areas throughout the world. Health 
problems associated with air pollution include chronic bronchitis and 
asthma. However, the greatest immediate health impact of transport is 


| World Commission on Environment and Development. Our common future. Oxford, 
Oxford University Press, 1987. 


137 


CREATING SUPPORTIVE ENVIRONMENTS FOR HEALTH 


that of motor vehicle accidents, which are a leading cause of death and 
injury in developed countries and are fast becoming a major health issue 
in many developing countries as well. 

The significant adverse effects of transport on society have received 
insufficient attention from planners. Construction or widening of roads 
and increasing traffic disrupt neighbourhoods and communities, mak- 
ing life more unsafe for pedestrians, particularly children. Large areas of 
urban and suburban land are occupied by parked cars, and buildings of 
historic value may be destroyed. Car owners often do not pay an appro- 
priate fee for the use of the parking space, nor do they compensate non- 
car users for urban traffic congestion and smog. In this and other ways, 
private car transport is inappropriately subsidized in most cities. Where 
planners assume that most people have access to motorized transport, 
those without cars are marginalized and excluded from easy access to 
goods and services. 

Existing transport systems and technologies are backed by effective 
lobbies on behalf of car manufacturers, drivers and petrochemical 
interests. The justified worries about the dangers of traffic have led 
to a situation in which young children can rarely be allowed out on their 
own or play in the street in urban and suburban areas of developed 
countries. 

Substantial benefits to people’s health and well-being can be gained 
from town planning and transport policy that promote local activity, 
community interaction and environmentally sound design, thereby lead- 
ing to a reduction in stress, discomfort and ill-health. There should be 
public participation in designing a transport environment that is sup- 
portive of health. 


e Transport policy should pay more attention to safety. For instance, it 
should be regarded as totally unacceptable that transport accidents 
are a leading cause of death and disability for children and young 
adults. 


e Transport policy should place priority on ensuring access to facilities 
and services, especially for low-income groups, women with young 
children and the elderly. Comfortable, rapid and frequent transporta- 
tion is essential if people are to be persuaded to choose collective 
means of transport rather than private cars. 


e Transport policy should acknowledge the damage that excessive reli- 
ance on the private car has caused in many cities throughout the 
world, as well as in rural settlements. Environmental and health im- 
pact should be important criteria in formulation of policy. 


° Transport policy should seek to strengthen interaction between com- 
munities rather than discourage it. 
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Activities and solutions 


The stories in this section have been grouped under the following 
headings: . 


e Policy development 

e Meeting transport needs 

e Road safety 

e Congestion, pollution and loss of amenities and land. 


Policy development 
Story 126 WŒ The Los Angeles clean air programme 


The poor quality of the air in the Los Angeles area was already known in 
the early 1940s. In 1946, the Los Angeles County Board of Supervisors 
formed the first air control district in the USA to deal with the problem 
of industrial emissions. In the 1970s both federal and state authorities 
realized that local programmes were inadequate to address the prob- 
lems, most of which were of a regional nature. Accordingly, in 1977, 2 
regional body, the South Coast Air Quality Management District, was 
established with the primary aim of bringing emissions into line with 
federal and state limits. In 1989 alone, the federal limit for ozone was 
exceeded on 127 days. 

In order to meet federal requirements for the year 2010, emissions 
must be reduced throughout the whole of society. As an example, even 
if all the industry and all the cars were removed from the area, Los 
Angeles air would still not comply with the limit for ozone. Planned 
control measures have to be far-reaching, encompassing both stationary 
and mobile sources of pollution, as well as consumer products. Indirect 
measures are also needed, including reduction of driving by introduc- 
ing, for instance, a four-day working week or flexible working hours, 
building offices adjacent to housing and working from home via compu- 
ter networks. Efforts are being made to get people to share car rides. 

Attempts to limit the population and economic growth of the region 
are considered undesirable and unrealistic. Nor is it regarded as politi- 
cally opportune to try to curb the consumption of petrol by raising taxes. 
The authorities estimate that measures to improve air quality will result 
in annual savings of US$254 per household by the year 9010. However, 
critics say that costs will exceed benefits by around US$1600 per house- 


hold each year. 

(a ee ass... 
Problem: Polluted air. 

Solution: Reduce car-driving, e.g. by working from home via computer 


networks. 
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Strategy: Policy development (a regional body was established in order to 
meet federal emission requirements by 2010). 


Outcome: Expectations of improved air quality and possible, though 
disputed, economic savings. 


Story 127 W Referendum for making Amsterdam a car-less city 


In March 1992, the inhabitants of Amsterdam, Netherlands, voted in a 
referendum to make their city the first capital city in the world to 
prohibit cars in the city centre. Barely half of the population took part in 
the referendum, and the decision was taken by a narrow margin with 
53% in favour of the car ban and 46% against. The vote was not decisive 
but only advisory. Nevertheless, a majority of the city council back the 
decision. There are 180000 car owners in Amsterdam, and another 
130000 motorists visit the city each day to work or do shopping. Conges- 
tion has reached a level where cyclists, pedestrians with baby carriages 
and disabled people can hardly move around the city. Now the city’s 140 
canals will again become the preferred means of transportation, just as 
in the past. Boat services are to be extended, while pedestrians and 
cyclists reclaim the streets from the automobiles. Car parks are to be 
built outside the city centre. This process is planned to be carried out 
step-by-step and will take several years to complete. 


—————— 


Problem: Considerable traffic congestion. 
Solution: | Referendum to prohibit cars in city centre. 
Strategy: Policy development. 


Outcomes: ¢ Expected reductions in traffic. 
e Alternative transport systems given priority. 


Meeting transport needs 


In illustrating different approaches to meeting transport needs, the next 
three stories demonstrate how enabling can bring about change. 


Story 128 Æ Complementing transport facilities in Sweden 


In the city of Sundsvall, Sweden, community leaders noted that the 
public transport system was not meeting the needs of the elderly, the 
handicapped and parents with small children. Special buses adapted to 
transport people in wheelchairs were purchased by the municipality and 
used on routes passing housing areas, the city centre and health care 
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facilities. Drivers were expected to help people and to allow extra time 
for getting on and off the bus. 


Story 129 W Village “playbus” for children in England 


In England voluntary agencies identified the special needs of isolated 
women with young children living in rural villages. A local authority 
responded by providing a “playbus” to visit isolated villages once a week 
to collect the women and young children. Supervised play facilities were 
provided in the bus which took the women to a shopping area. 


Story 130 WŒ Supermarket bus for the elderly in Canada 


In Toronto, Canada, in the 1970s the provincial government planned a 
series of highways connecting the centre of the city to the suburbs. In 
response, several community groups formed to prevent the planned 
highways from dividing local communities and neighbourhoods. Local 
residents had meetings, lobbied politicians and even planned to physi- 
cally block the building of the highways. The community groups were 
also concerned that the elderly were isolated in apartment buildings as 
they were unable to walk to public transport. A coalition of representa- 
tives of the elderly, community nurses, politicians, housing agencies, 
public transport and supermarkets was formed. They devised a scheme 
whereby buses would collect elderly people every Friday and take them 
to supermarkets. The scheme has now operated successfully for 15 years. 


Road safety 


Road safety is an issue for all countries. In India the majority of deaths 
and injuries involve vulnerable road users — pedestrians, cyclists and 
users of motorized two-wheeled vehicles. The number of road accident 
deaths in India increased from 4500 in 1960 to more than 50000 in 
1990. For every death another 10 people suffer serious injury and many 
of these experience permanent disability. 


The value of alliance building 


A useful strategy to promote greater road safety is to bring together 
multisectoral groups with a common interest in road safety. The next 
stories are two of the many examples from all over the world illustrating 


how this approach has proved successful. 


Story 131 W Safety barriers prevent accidents in New Zealand 


In New Zealand the Accident Compensation Authority and government 
agencies for health, sports and recreation joined with local authorities, 
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the disabled people’s assembly, commerce and consumer affairs groups 
to share information and plan common projects. One successful project 
was the construction of curved barriers more than a metre high between 
opposite lanes on highways to prevent serious head-on crashes at high 
speed. 


Story 132 HM Campaigning together in Trinidad and Tobago 


A coalition of interested groups played an essential role in a road safety 
campaign in Trinidad and Tobago in 1991. An advertising agency 
helped promote the campaign’s messages and found sponsors such as 
insurance companies, owners of car fleets, driving instructors and sup- 
pliers of automobile parts. The medical association helped give the 
campaign media attention and the government traffic management 
agency followed up with transport activities. Private practitioners and 
public health nurses displayed posters and advised parents and parents- 
to-be on safety issues while educators developed educational materials 
for primary schools. There was a weekly media supplement for adults 
and children, and local authorities also backed the campaign. An impor- 
tant element of the campaign was the formation of an intersectoral 
committee with representatives of motor vehicle insurance agencies, 
drivers’ associations, health bodies, police, and NGOs. A major advance 
was the restructuring of the police accident reporting form so that 
collision data could be linked with a motor vehicle registration database 
and insurance claim data. 


Story 133 WŒ Visibility and safety 


An example from India shows the importance of involving all concerned 
parties in decision-making on road safety. The three-wheeled scooter 
taxis in cities such as Delhi were painted black and the fact that it was 
difficult to see them at night was thought to be a contributing cause of 
their high accident rate. Academics at the Indian Institute of Technol- 
ogy suggested that the simple procedure of painting the taxis yellow 
might reduce the accident rate. The issue was referred to a committee 
that was planning for the forthcoming Asian Games. The committee felt 
that visitors to the games would appreciate the newly painted taxis, so a 
decree was issued that all the scooter taxis be painted yellow within one 
month. As a result the drivers (who were to be responsible for the 
painting) staged a two-day strike. After negotiations a compromise was 
reached and the drivers agreed to paint the top half of their taxis yellow. 


aaae 


Problem: High accident rates of scooter taxis. 


Solution: Scooters made more visible. 
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Strategy: Enabling. 


Outcome: Taxis more visible to reduce accidents. 


Story 134 M Child car seat law passed in Israel 


In Israel an organization of women volunteers realized that because 
children under five years were not routinely strapped in child safety seats 
during car travel there were high rates of child mortality, disability and 
morbidity as a result of car accidents. Groups of women volunteers 
throughout the country provided information on the problem and pro- 
moted the use of child safety seats. They lobbied for a change in the law 
to make the use of the seats compulsory. In 1991 the appropriate law was 
passed. 


Drinking and driving 


Alcohol-related accidents and diseases account for a tremendous 
amount of premature mortality. From automobile accidents alone, hun- 
dreds of thousands of persons die each year. 


Story 135 ™ Mothers lobbied successfully against drinking and 
driving in the USA 


In the USA, a woman whose teenage daughter was killed by a driver who 
had been drinking founded Mothers Against Drunk Driving and put 
pressure on the courts for more severe sentencing of drink-drivers. 
Within three years the movement had developed so much momentum 
that its effects were seen in a number of states. Private funding was raised 
and used for campaigns against drinking and driving. A change in 
attitudes to drinking and driving was widely seen and hosts began to 
realize their responsibility for intoxicated guests who wished to drive 


home. 


Story 136 W Breweries offer alternative in ireland 


In Ireland there is a growing realization of the problem of excess alcohol 
consumption. There used to be few non-alcoholic or low-alcohol drinks 
on the market. After some consumer pressure and an attempt to create 
consumer demand, the breweries started to produce a wide variety of 
non-alcoholic drinks which were accepted and welcomed in different 


social settings. 


Problem: High consumption of alcohol at social events, with insufficient 
availability of non-alcoholic or low-alcohol drinks. 
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Solution: Better assortment of non-alcoholic and low-alcohol drinks on the 
market. 


Strategies: ¢ Enabling (alternatives offered). 
e Advocacy. 


Outcome: Producers now manufacture a variety of non-alcoholic and low- 
alcohol drinks. 


eee 


Story 137 Œ Don’t drink and drive in Sweden 


Sweden was one of the first countries to introduce legislation on drink- 
driving, when in 1941 a legal limit of 0.8¢/1 (0.08%) blood alcohol 
concentration was introduced for drivers. In 1957 the limit was lowered 
to 0.5g/1. It has been calculated that a blood alcoho] concentration of 
0.5g/1 increases the risk of an accident fourfold and a blood alcohol 
concentration of 1.5¢/1 increases the risk 40-fold. 

For a long time, widespread propaganda led people to believe that 
two beers were enough to get close to the 0.5¢/1 limit. However, a 
demonstration to Members of Parliament, the Ministries of Justice and 
Transport and other decision-makers showed that a person could have a 
drink before dinner, half a bottle of wine with the meal and a brandy 
afterwards without exceeding the limit. Persons taking part in this dem- 
onstration clearly felt the effects of the alcohol when tested in a sophis- 
ticated driving simulator after dinner. The fact that one could drive 
legally after such consumption of alcohol was unacceptable to most 
people. News media willingly reported the facts and kept the debate 
going. Polls indicated that most drivers supported a reduction of the 
blood alcohol concentration limit, and even a zero limit “in principle” 
(meaning a limit which, with a generous margin, would allow the con- 
sumption of low-alcohol beer with a meal). The final vote in parliament 
in 1990 resulted in a blood alcohol concentration limit of 0.2¢/1 for 
driving a motor vehicle in Sweden. 

In 1990, a total of 440 motor vehicle drivers were killed in Sweden. 
Among these at least 25-30% had been drinking. Still, Sweden is con- 
sidered to be relatively successful in preventing drink-driving, probably 
because of the following: 


° Legislation is strict and there are rather harsh punishments for 
drunken driving. This has been the case for more than 50 years, which 
means that several generations of drivers have accepted the norm of 
alcohol or driving, 

e Restrictions on availability limit the sale of alcohol to the state retail 
monopoly and licensed bars and restaurants, 
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e Prices are kept high by heavy taxation, levied according to the alcohol 
concentration of the drink. 

e It has become usual for a driver to ask for — or be offered — non- 
alcoholic beverages at a party. 

e Public attitudes to drink-driving are negative and many people con- 
sider drunken driving to be a very serious crime. l 

e Enforcement of drink-driving laws is strict. The Swedish police, pros- 
ecutors and the courts consider drunken driving to be a very serious 
road safety problem and consequently there is no reluctance to en- 
force the legislation. 


Problem: Accidents and injuries caused by drivers with legal blood 
alcohol concentration. 


Solution: A demonstration to show decision-makers the effects of legal 
alcohol consumption. 


Strategy: Regulation (based on research findings). 


Outcomes: ¢ Parliament lowered the blood alcohol concentration limit. 
e Greater public awareness and support, less drink-driving. 


re ene 


Story 138 E Common keys to creating a safe community 
in Thailand and Sweden 


A story from the village of Wang Khoi in Thailand and the town of 
Lidköping in Sweden demonstrates that there are common keys to 
creating a safe community. Yet there are also important differences 
between developing and developed countries in terms of both the prob- 
lems and the applied solutions. 

Wang Khoi is a small village in the central part of northern Thailand. 
In late 1985 the Nakon Sawan Research and Development Project en- 
couraged the establishment of a village committee to mobilize local 
resources. An investigation into the main health problems of Wang Khoi 
found both communicable and noncommunicable diseases. But when 
problems were listed by priority, accidents ranked the highest. 

An extensive accident prevention programme was started. The next 
step was to look at the traffic problem in view of the fact that a new road 
had been built through the village, which meant that vehicles travelled 
faster. Village health volunteers collected information on all village 
accidents and reported to the health centre. The village committee used 
the information as a basis for planning and decided to start a campaign 
regarding traffic safety. This began with a slogan campaign on impaired 


145 


CREATING SUPPORTIVE ENVIRONMENTS FOR HEALTH 


driving and also included a reflector stickers campaign to encourage 
owners to fit reflectors to their vehicles. The committee also devoted 
much effort to a pedestrian safety campaign. 

The Wang Khoi project is not designed to be a basis for documenta- 
tion or for evaluation of results. It is possible, however, to follow the rate 
of injury through statistics from the health centre. The total number of 
injuries is showing a steady decrease. 

Lidkoping is a town of about 35000 inhabitants and has been named 
as a “safe community” in Sweden. This was because it was part of an 
accident prevention programme, which led to a substantial reduction in 
injuries. An overall decline of 28% for home, work and traffic accidents 
was achieved within two years. The accident prevention methods applied 
in Lidkoping related to four areas — information, training, surveys and 
environmental change. An information campaign on use of cycle hel- 
mets attracted a lot of attention. 

The municipality’s home help service employees provided safety 
training to elderly people. A modern accident surveillance system is now 
in place. Environmental changes have been made in playgrounds, gravel 
pits and cycling roads to schools. 

The programmes in Wang Khoi and Lidköping seem to be governed 
more by local conditions than by the original intentions of the accident 
preventers. Successful development of programmes depends on finding 
the right people and organizations and making the local population 
enthusiastic rather than on external economic and other resources. 


aaae 


Problem: Accidents a major health problem. 
Solution: | Accident prevention programmes started. 


Strategies: ¢ Enabling (local committee established). 
e Advocacy. 


Outcomes: ¢ Decrease in injuries. 
e Accident prevention programmes established. 


Congestion, pollution and loss of amenities and land 


Local government subsidies of public transport were introduced in sev- 
eral cities in the United Kingdom with the purpose of reducing the use 
of private cars and the congestion and accidents they cause. The result 
was a decrease in the price of public transport by 50%. However, the 
number of cars and accidents did not decrease. What happened was that 
many more vulnerable people (the elderly, mothers with young chil- 
dren, the unemployed) used the public transport system. It was con- 
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cluded that the approach was worth while, but that additional measures 
(such as making drivers pay the full cost of parking places in the city) 
would be needed to reduce car use, traffic congestion and accidents. 

Stories 139, 140 and 141 show how enabling can be strategic in 
reducing traffic problems. Creating awareness is the main strategy for 
change in stories 142, 143 and 144, while building alliances is the main 
strategy in stories 145 and 146. 


Story 139 M Taxing drivers in Singapore 


Singapore successfully implemented policies to reduce traffic problems 


by: 


— making drivers of cars with fewer than four passengers pay a hefty 
fee to enter the central business district before 10:00; 

— allowing car owners who use their cars only on weekends to pay a 
much reduced motor vehicle licence fee and road tax; 

— constructing an underground rapid mass transport system. 


Similar measures have also been implemented in cities in Australia, 
Japan and Sweden. Often cars and trucks are completely banned from 
part of the city, creating a pleasant and safe “island” — free of noise, 
hazards and pollution — for the enjoyment of pedestrians. 


Story 140 W Rewarding bus use in Canada 


When the Quebec provincial government cut subsidies for public trans- 
port in 1991, local authorities and environmental groups pressed for 
similar cuts in subsidies for the cost of parking for civil servants’ cars. As 
an extra incentive for government employees to leave their cars at home, 
a free bus pass was provided for a limited period. The pass was called 
“the green passport” and was intended to give a positive image to public 
transport as contributing to pollution reduction. 


Story 141 WE Recycling waste to make fuel in New Zealand 


In 1980, a Christian community at Springbank in New Zealand estab- 
lished a biogas plant for producing vehicle fuel and fertilizer for the 
community’s own use. Since then, it has been producing 164 litres of 
methane gas as vehicle fuel per day — enough to drive a fleet of 15 
vehicles, including two converted diesel tractors. Some vehicles have 
travelled more than 100000km on biogas methane. The methane di- 
gester is fuelled by animal waste and poultry manure. 

Running on methane, tractors develop 10% more power and 20% 
more torque than they do on diesel, which means they can plough faster. 
The most noticeable difference between an engine running on methane 
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and its petrol equivalent, however, is that the oil in the methane engine 
will remain clean-looking almost indefinitely. It takes about 10000 hens 
to produce enough waste to drive a methane digester, which means that 
many commercial dairy and pig farmers could produce fuel in this way. 


Story 142 WE Changing attitudes to cars in the Netherlands 


Nearly every country suffers traffic delays. In the Netherlands their cost 
was estimated at US$2.8 thousand million a year and, with a predicted 
70% growth in car use over the next 20 years, the problem can only get 
worse. One impediment to the necessary investment in public transport 
to counter traffic chaos is the unquestioned devotion to cars as the 
preferred method of transport. To change attitudes a US$1 million 
advertising campaign, a “campaign against love for the car”, was 
launched that urged people to “break their bond with cars”. Techniques 
of humour and exaggeration were used to raise awareness and change 
attitudes. 


Story 143 E Epidemiology for change in South Africa 


Prior to 1986, South Africa had a high level of lead in petrol (0.836¢/1), 
associated with high lead levels in the air of urban areas. A university 
department of community medicine carried out a study to document the 
impact of exposure to petrol-derived aerosols on the blood lead levels of 
schoolchildren. It found that children at schools in areas where traffic 
was dense had significantly higher blood lead levels than other children. 
After the issue received media attention, it was addressed at the highest 
level of government, and the lead content of petrol was reduced to 
0.4/1. 


Story 144 M “Balance sheet” on pollution in Sundsvall 


One approach to the issue of pollution from transport is the use of an 
annual environmental audit or “balance sheet” to raise public awareness 
and to spur decision-makers both to consider the consequences of trans- 
port decisions on the environment and to seek environmentally sound 
solutions. In Sundsvall, Sweden, the annual environmental audit in- 
cludes measurement of noise, air pollution, accidents and other adverse 
environmental consequences of transport. The environmental audit is 
publicized each year. 


Story 145 M Keeping heavy traffic out of residential areas 
in New Zealand 


In New Zealand local community groups established a successful part- 
nership with traffic authorities to tackle the problem of heavy traffic and 
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speeding cars in a residential housing zone. Traffic passing through the 
area was encouraged to stay on the main road by ensuring that traffic 
lights changed in sequence. Cars in the residential zone encountered 
longer waits at traffic lights, as well as speed-restraining devices such as 
traffic islands. 


Story 146 W In Italy and Turkey, communities mobilize 
against highways 


In hilly and mountainous areas the cost of highway construction is high 
because of the need to build bridges and tunnels. The cheapest option 
may be to build the highway through good agricultural land in the 
valleys. In both Italy and Turkey, numerous citizens’ associations, envi- 
ronmentalist groups and farmers’ associations have joined in opposition 
to the loss of agricultural land through highway construction. 


Conclusions 


Transport is a vital component of a supportive environment for health, 
and various effective strategies and tools are identified in the above 
stories. A number of steps for action are suggested: 


è to develop visionary policies and to lobby for strong political commit- 
ment; 

e to identify issues based on both a technical and professional perspec- 
tive and on citizens’ concerns and requirements; 

© to initiate and take advantage of technology and product development 
(safety belts, road construction, helmets, alternative fuels, etc.) as 
major components of “passive” prevention; 

è to build agreement on priorities; 

e to use legislation and regulation as appropriate; 

e to establish a focal point or office that can monitor effectiveness and 
efficiency of the transport system in terms of access, equity, environ- 
mental and health impacts, and social impacts; 

e to build alliances with many groups and organizations to promote 
action; 

e to formulate and carry out an action plan, and to evaluate progress. 


Attention must be given to the development, design and use of new 
and alternative technologies, to make buses, cars and trains quieter, 
safer, less polluting and less demanding of non-renewable resources. 
can encourage the use of these alternative tech- 
port policy have been identified. 


Economic incentives 


nologies. Some priorities for trans , 
These are relevant in many countries and can be taken up immediately 


by local or national networks and alliances. Such transport priorities 
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include the protection of pedestrians and cyclists by provision of 
adequate paths and cycle-ways, with concomitant restrictions on motor- 
ized vehicles in urban areas, and provision of better local public 
transport. 
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CHAPTER 11 
Social support and care 


Health is created and lived by people within the settings of their 
everyday life; where they learn, work, play and love. Health is 
created by caring for oneself and others, by being able to take 
decisions and have control over one’s life circumstances, and by 
ensuring that the society one lives in creates conditions that allow 
the attainment of health by all its members. 


(Ottawa Charter for Health Promotion, 1986) 


Issues and problems 


Individual and community actions are influenced by social institutions 
and norms such as are related to religion, culture, politics and eco- 
nomics. Such influences have implications for health and must be 
understood and used by health educators as entry points for influencing 
health behaviour in a positive direction. 

It is increasingly recognized that supportive environments — which 
include physical, social and psychological dimensions — provide condi- 
tions conducive to healthy lifestyles. Knowledge and attitudes about 
healthy living are often not sufficient to lead individuals and communi- 
ties to practise healthy behaviours. 

Public health practice in earlier times focused on providing services 
and educating people about health. The need for equal emphasis on 
social support is more recent and adds a vital element to ensuring 
individual and community action for health. 

Stories from around the world illustrate that social support is being 
provided to meet health and related needs of groups everywhere. 
Though these examples refer to small and specific groups, they provide 
sufficient insight for replication and wider application. 

Whether it is the Aging Society in Muang Phon village in Thailand, 
which raised self-esteem and cared for children, the impromptu banding 
together of women in a tribal community in India to persuade the 


government to deal with alcohol dependence among their men, the 
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“small house” experiment to help Finnish alcohol abusers rehabilitate 
themselves, self-help groups for sexually abused women in Sweden, im- 
provement of sanitation by Kenyan women, or persuading reluctant 
Guatemalan mothers living on rubbish dumps to use the health centre 
for themselves and their children — these stories open many windows 
for others to see what is happening around the world to promote health 
by strengthening supportive environments. The stories describe the 
target groups to whom support was directed, the needs that were ad- 
dressed, the ways and means by which support was provided and the 
outcomes that resulted. They also draw attention to options for action, to 
ways of solving problems and addressing pressing issues, often in situa- 
tions where choice seems limited. The lessons that can be learned from 
these stories about providing support to communities are identified and 
discussed. 

The concept of social support as a component of health promotion 
was highlighted in the 1970s to describe positive social relations between 
individuals, groups and communities. Social support for health involves 
interaction through which people give and receive mental, emotional, 
informational, material and operational support that leads to better 
health. 

Social support aims to help people gain control of factors that pro- 
mote health and reduce factors that cause social strain and disparities. 
Some social networks exist naturally — like families. Others are informal 
networks formed at the initiative of individuals or groups with a common 
commitment — like voluntary organizations. Yet others are formal net- 
works instituted by the state as part of national policy. 

Common issues faced by communities the world over include: 


— social inequity in access to basic socioeconomic needs; 

— economic injustice perpetuating poverty; 

— lack of access to information; 

— discrimination on the basis of minority Status, ethnic origin or 
Sex; 

— exclusion of people from decision-making and participation; 

— inadequate care of chronically ill or disabled people; 

— insufficient care and support for vulnerable population groups 
such as children, the elderly, and those who are unemployed, 
poor or disadvantaged. 


These issues need to be addressed. People cannot live in isolation: 
there is a need for social networks that function well and for a society 
that is both sensitive to people’s needs and willing to meet those needs. 
The focus must be on taking sustained steps to make the environment 
supportive rather than simply responding in a piecemeal fashion to 
emergencies. 


Social support can be viewed as being provided at primary, secondary 
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and tertiary levels. The primary level support structure includes a per- 
son’s family and close friends; the secondary support structure includes 
friends, relatives, neighbours and those with whom one works; while the 
tertiary support structure includes personnel from government, the pri- 
vate sector and voluntary agencies. 

Primary level support is most important and must be strengthened 
where urbanization and other social changes are eroding it. The imme- 
diate circle of family and friends can give the emotional, mental and 
operational support needed, in particular to growing children, the sick 
and the elderly. The right quality and timing of social support are vital 
for successful care, especially when a person’s own capacity to cope has 
been reduced. One must, however, avoid excessive support or support 
given at the wrong time. 

Secondary and tertiary level support structures are established and 
developed according to the beliefs, cultural norms and ideologies preva- 
lent in a community. Concern for others is the key to providing social 
support. Advocacy for political commitment to social support by the 
state is also an important step towards strengthening tertiary support in 
a country. 


Activities and solutions 
The stories in this section are grouped under the following headings: 


e Community initiatives 

Vulnerable groups 

e Women and self-help groups 

e Empowering 

Political commitment, advocacy, alliances. 


Community initiatives 
Story 147 W Local groups promote health in Norway 


In Norway, national NGOs with local structures offer education on 
health promotion to members of health associations in their area. This 
came about after seminars were held to train volunteers from these 
organizations who wanted to educate others. Trainers interviewed repre- 
sentatives of the NGOs to get a picture of the organizations and their 
budgets. The project encouraged the involvement of local groups, vol- 
unteers and members of health associations. The community groups 
raised money through lotteries, donations and fund-raising activities 
such as fairs and dinners. Many organizations concerned with disease are 
now recognizing the need for prevention and health promotion. The 
Tuberculosis Association, for instance, focuses on health promotion in 
addition to early detection and prevention. A lot of money was initially 
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raised for the treatment of tuberculosis but now the organization is 
taking a wider view and deals with heart disease and disease prevention. 
This is an example of how some health institutions are widening their 
focus to include the creation of environments that are supportive of 


health. 


Problem: Volunteers in NGOs and health associations at local level lacked 
knowledge and skills in health education. A cure-oriented 
approach to disease prevailed. 


Solutions: Involvement of local groups, volunteers and members of health 
associations. Training of volunteers. 


Strategies: « Empowering (volunteers learn health education Skills). 
e Enabling (resources mobilized). 
e Building alliances. 
e Reorienting organizations. 


Outcomes: ¢ Involvement and empowering of local groups, volunteers and 
members of health associations in health promotion. 
e Reorientation of health organizations from cure to prevention, 
promotion and health-supportive environments. 
e Mobilization of funds. 
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Story 148 W Sri Lanka’s Sarvodaya Shramadana Movement 


The Sarvodaya Shramadana Movement is a nationwide nonpolitical vol- 
untary organization that draws on the philosophy and religion of rural 
Sri Lanka. The movement had its beginnings nearly 40 years ago when a 
group of teachers and students worked together on community develop- 
ment projects in economically depressed and remote villages. Villagers 
and trained helpers identified the most urgent needs of the village that 
could be met with local labour and resources, such as building of an 
access road, repair of a water tank or creation of an irrigation scheme. 
The movement first focused on village awakening, then national awaken- 
ing and now hopes for world awakening. 

Various training courses for village people teach skills in agriculture, 
carpentry, metalwork, bamboo and rattan work, batik-making, printing, 
photography and running preschool care centres, village kitchens and 
creches. Children’s libraries and small industries are also run by the 
movement. Cooperative farms around the country are used for youth 
training courses, youth settlement schemes and marketing. The creches, 
preschool and community kitchen projects have a positive impact on 
children’s health and are supported and run by local families. 
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Sarvodaya means welfare of all and shramadana means sharing one’s 
time, thoughts and energy for the benefit of all. Though the Slnncsshey 
of sarvodaya was inspired by Buddhism, it has been adapted and adopted 
by other cultures. Sarvodaya groups have been established in Belgium, 
Canada, the Netherlands and the Philippines. The work af the 
Sarvodaya Shramadana Movement supports the programme activities of 
the government at community level. It is recognized as a valued volun- 
tary agency and has attracted external funds. 


NR E O 


Problem: Economically depressed and isolated villages. 
Solution: A nationwide, nonpolitical NGO focused on traditional values. 


Strategies: A nationwide approach to mobilize human and other resources 
to support government development activities. Training of 
different forms to prepare adults and children to undertake 
community service. Commitment to service is the crux of this 
movement. 


Outcomes: ¢ Village awakening 
e Social barriers broken down 
e Village development activities undertaken through self-help. 


Vulnerable groups 
Story 149 W Runaway House for young people in Finland 


Particularly in large towns there are children and adolescents whose 
family ties have been broken and who have not developed lasting ties 
with anyone else. For these young people, getting a safe place to live may 
be a decisive step in handling a critical situation. For this reason the 
Finnish Red Cross launched the Runaway House project which offers 
accommodation to young people in a crisis. The project is supported by 
the Finnish Slot Machine Association. 

The Runaway House is intended for young people under 18 who 
need temporary accommodation. The house accommodates eight 
people and is usually open overnight from 17:00 to 10:00. The residents 
are given a meal in the morning and evening. Alcohol and drugs are 
prohibited on the premises and residents are not allowed to bring guests 
to the house. Parents are given support and guidance. The telephone 


service works 24 hours a day. 


During its short period of oper , 
has demonstrated that it can perform an important function. In helping 
problems, cooperation with various authorities 


House tries to ensure continuity of care by 


ation the Runaway House in Helsinki 


young people solve their 
has proved vital. Runaway 
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finding the type of service appropriate to each teenager. A group of 
experts has been formed to evaluate the project, and a follow-up study is 
planned in collaboration with the National Board of Social Welfare. If 
assessment indicates positive results, the scheme may be introduced in 
other large towns as well. 


Story 150 HM Reaching out to street children in Brazil 


For 7 million children, the streets of Brazil’s cities and towns are their 
home and workplace. The youngsters are everywhere — shining shoes, 
washing taxis, guarding parked cars, sorting through garbage for plastic 
bottles. Many people, however, prefer not to acknowledge the children’s 
existence, and some authorities treat them only as delinquents or misfits. 
Street children have even been systematically killed by death squads. 

Throughout Brazil, many community-based organizations sponsor 
programmes to help street children find ways of earning a living and, at 
the same time, maturing intellectually, socially and emotionally. In 1981, 
UNICEF, the Government of Brazil, and the National Child Welfare 
Foundation began the Brazil Street Children Project to pool the knowl- 
edge gained by these diverse bodies. They hoped to increase public 
awareness of the children by broadening community involvement and by 
making government response more effective. 

The 70 programmes directly involved in the joint project have differ- 
ent philosophies, objectives and activities, but they share several fea- 
tures: each seeks to gain the child’s confidence and build a solid bond 
between child and programme, providing meals, income-generating 
activities, health care and discussion groups. Some programmes also 
offer formal training or employment. From their inception, the educa- 
tional methods being used have placed primary emphasis on the child as 
decision-maker. 

A 1986 evaluation of the Brazil Street Children Project, using such 
indicators as social skills, career skills, personal growth and moral values, 
found that the most successful programmes responded to the children’s 
own needs, the first of which is income. The Salao do Encontro in the 
city of Betim, Minas Gerais, for example, produces home furnishings 
and employs more than 350 young people. The production process is 
labour-intensive and emphasizes the use of local resources. Besides 
manufacturing the products, young people actually manage the enter- 
prise. The Salao do Encontro tries to build self-esteem among the chil- 
dren on the basis that confidence creates a secure foundation for 
personal growth and development. 


ee 


Problem: Critical situation of children and adolescents in large cities, 
without family ties and community support. 
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Solution: Projects to help the young people find accommodation and earn 
a living. 


Strategy: Building alliances (different agencies provide joint approach in 
giving social support to young people in need). 


Outcomes: ¢ Shelter and emotional support for young people 
e Self-esteem creates foundation for growth and development. 


Story 151 M Active parenting programme in Canada 


In Canada, the Native Infant Programme on Active Parenting (NIP) is 
an example of local participation and community control. In 1981, 
concerned with high drop-out rates from child care clinics, Canadian 
indigenous groups in five reserves on Vancouver Island, British Colum- 
bia, initiated NIP to improve early childhood development. The pro- 
gramme incorporates indigenous child-rearing practices and traditions, 
and emphasizes the training and employment of local indigenous per- 
sonnel as infant development workers. NIP relies on mothers, whose 
active participation in the teaching and early stimulation of the child is 
considered to be the key element for the success of the programme. 
Various agencies (such as government and university) collaborate in the 
programme but the community controls all aspects of it, including 
training. A salient feature of the programme is that its workers have 
greater and more frequent access to families and may have more influ- 
ence on certain families than other professionals. 


Sr S ee 


Problem: High drop-out rates in children’s clinics. 


Solution: A programme by local authorities to promote active parenting. 
Training of local persons as infant workers. 


Strategies: ¢ Enabling (mothers take an active role in the welfare of their 


children). 
e Raising awareness (of appropriate and essential resources). 


e Mobilizing (resources). 


Outcome: Community control of a successful programme. 


Story 152 W Voluntary home care for long-term patients in Finland 


In Finland, the proportion of old people and chronically ill patients has 
increased. Today, 12% of Finland's population is over 65 years of age. 
Moreover, many younger people have been forced to retire on a disabil- 
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ity pension because of mental health problems. In 1984 a project was 
started to train voluntary helpers to support long-term patients and their 
family members. The project aimed to foster an atmosphere favourable 
to home care by organizing courses and evening meetings for family 
members, by establishing cooperation with the authorities and the 
Finnish Red Cross and by building functional relationships for continu- 
ing activities. | 

The staff of health care centres, mental health clinics and social 
welfare offices trained volunteers in an 18-hour basic course. 

The project was initiated by the North Savo District branch of the 
Finnish Red Cross. Social and health care workers, parishes and the local 
Red Cross organizations of the towns of Kuopio, Iisalmi, Varkaus, 
Karttula, Kiuruvesi, Nilsiä and Tuusniemi were involved. 

As part of the project, 154 volunteers took part in “friendship activi- 
ties”, regularly visiting long-term patients or elderly people. During the 
evenings 53 people participated as family care-givers. In addition, 80 
family members attended regular evening sessions. The project officially 
ended in 1988, but some of the volunteers have, of their own accord, 
continued looking after long-term patients and elderly people at home. 
Care-givers felt the teamwork was both refreshing and necessary. 


aaa 


Problem: An increasing number of long-term patients at home. 
Solution: Voluntary helpers trained to provide home care. 


Strategies: ¢ Enabling (volunteers help in the home care of long-term 
patients). 
e Mobilizing (local human resources). 
e Building alliances. 


Outcome: Cooperation was established between family members, 
authorities and an NGO, and continued after the project had 
ended. 


a S 
Story 153 W Thai Aging Society moves bodies and minds 


Elderly people in certain Thai villages felt that their life had become 
monotonous. A programme called the Aging Society was introduced in 
Muang Phon village and included regular group physical exercise for 
old people. Two forms of exercise were used: Singaporean aerobics and 
Chinese Tai Chi. The Aging Society grew rapidly to several hundred 
members. The society gave its members a social support mechanism that 
promoted personal and community health and, most importantly, social 
solidarity. There were three major forms of psychosocial support: emo- 
tional support, esteem support through which members, individually 
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and collectively, could perceive themselves as valued, and network sup- 
port which helped members see themselves as having a clear role in a 
system of relationships. The society soon generated other activities such 
as getting involved in child care, eating together once a month, going on 
study tours together, and working as volunteers in local hospitals. Later 
the Aging Society also started to disseminate these ideas to other com- 
munities. Other village groups joined in similar efforts. 

The Aging Society had several important features. The movement 
developed out of a common personal need among members of one 
community group but had a subsidiary impact on the community at 
large. The society utilized a “learning by example” strategy taught by 
peers; it instilled feelings of confidence, social solidarity and achieve- 
ment; and it incorporated certain social, cultural and religious values. 


a 


Problem: Monotonous life for the elderly in Muang Phon village 


Solutions: Establishment of a society for the elderly, focusing on physical 
exercise. Later members were involved in child care, eating 
together, going on tours and working as hospital volunteers. 


Strategies: « Empowering (through networking with elderly people, families 
and organizations). 
e Mobilizing (local human resources). 


Outcomes: « Feelings of confidence, solidarity and achievement in the 
elderly. 
e Actions incorporated religious, social and cultural values. 
e Increased self-esteem and worth. 
e Community needs of child care and patient care served. 


Women and self-help groups 
Story 154 E Kenyan women improved village sanitation 


In Mabati village in Kenya, women’s self-help groups were formed in 
1986 to tackle water shortage, poor housing and poor sanitation, with 
the aim of reducing diarrhoeal diseases. The women raised money to 
improve housing and latrines and to build water tanks. Women contrib- 
some of the work. Those involved were 


uted money and carried out 
ity members and environmental health 


community leaders, commun 
staff. The result was that better houses were built, and water tanks and pit 
onstructed. For 60% of the year villagers now have clean 


latrines were c ve cle: 
Every month the group voted on which families 


water near their homes. 
should benefit next from the self-help programme. 
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Problem: Poor housing and sanitation, lack of water, diarrhoeal disease. 
Solution: Creation of women’s self-help groups. 


Strategies: ¢ Mobilizing (women’s skills and other resources). 
e Empowering. 


Outcomes: Better houses built. Water tanks and latrines constructed. 


ee R 


Story 155 W Consciousness training for battered women in Sweden 


Sexual violence against women is a growing problem around the world. 
A network of emergency shelters for battered women in Sweden initi- 
ated consciousness training groups in 110 towns. Each group comprised 
8-10 women who had been physically or sexually abused. A thematically 
structured programme aimed to enable the women to share experi- 
ences, give each other emotional support, acquire more knowledge and 
act to change circumstances. The programme helps women change 
their situation. 


aaO 


Problem: Increasing numbers of physically and sexually battered women. 


Solution: NGO organized consciousness training groups for battered 
women. 


Strategy: Empowering (through building alliances and gaining 
awareness). 


Outcome: Improved availability of support and options when faced with 
domestic violence. 


— Ee 


Story 156 W Sex workers as educators in Norway 


Two female sex workers were paid by the health directorate in Oslo to 
educate their colleagues about safe sex and the use of condoms. This 
approach started at state level and was later taken up at local levels as 
well. The women involved were paid and became health educators. 


——_Ů— 


Problem: Unsafe sex among sex workers. 
Solution: Peer education by colleagues. 


Strategy: Peer skills have been developed and used to educate sex workers 
about safe sex. 


Outcome: Opportunities provided for risk reduction. 
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Story 157 WŒ Indian women get together to combat alcohol problems 


In a tribal community in central India, where alcohol consumption 
among men was high and associated problems evident, an NGO raised 
the awareness of the community and encouraged action to deal with the 
problem. Women in the community banded together to prevent the easy 
availability of alcohol. They persuaded the district authorities to ban 
alcohol in some places and reduce its sale at other outlets. Those who 
drank too much were fined. However, alcohol is still sold and the prob- 
lem has not yet gained the attention of the state legislature. 


es 


Problem: High alcohol consumption among men. 
Solution: An NGO raised awareness and encouraged action. 


Strategies: ¢ Raising awareness (in the community). 
e Policy development. 


Outcome: Reduced availability of alcohol. 


Story 158 W Danish self-help groups for people in crisis 


In Denmark local self-help groups have been organized over the past five 
years. They aim to help people facing crisis — due to the loss of a child, 
illness, divorce and so on. Knowing that family networks have been 
weakened over the years, individuals have privately established groups 
that can help. Various problems are discussed in these groups and help 
is provided to members. Some groups are funded by the government or 
by organizations such as the Cancer Society. 


ee 
Problem: Weakened family networks, lack of social support in critical 
situations. 


Solution: Self-help groups at the local level to assist people in crisis. 
Strategy: Building alliances (between local self-help groups). 


Outcome: Creation of new social networks providing social support in 


vulnerable situations. 


Story 159 E New self-help movement for alcohol abusers in Finland 


In the “small house” experiment in Sirkkulanpuisto, Finland, isolated 


people are given a rented apartment and support from peers. Assistance 
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from the authorities is as discreet as possible. Material resources of the 
society that runs the experiment include an old wooden house in the 
centre of town and a leisure activity centre by a lake in the suburbs, plus 
a small bus and a truck. The house in the town centre provides tempo- 
rary shelter, a sauna, shower, laundry, kitchen and companionship. The 
only requirement for entry is that the person is neither violent nor 
drunk. Those in need of support are mainly people who are retired, have 
problems with intoxicants, have a criminal record, or are mentally ill, 
homeless or unemployed. Support groups consist of people from a 
range of occupations and backgrounds. With the help of the housing 
authorities and with loans from the town of Kuopio, 10 one-room apart- 
ments have been built at the community’s lakeside site. The residents’ 
health and progress are monitored by the University of Kuopio. 

The Sirkkulanpuisto self-help project started in 1983 and offers sev- 
eral examples of the positive effects of friendship, help and collabora- 
tion. The project’s participants are typically lonely, unemployed and 
homeless. They are advised to use social and health services and directed 
to religious and self-help groups for assistance. 

About 80% of the participants reported in an interview that the 
society had given them the support they needed — such as an apart- 
ment, interests, and help with drinking and family problems. The 
project has also been able to provide long-term unemployed persons 
with temporary jobs. 


nn 


Problem: Alcohol dependence, homelessness. 


Solutions: Preventive and curative work by government, with help from 
NGOs and churches. A new kind of rehabilitation providing 
shelter and leisure facilities with group support. 


Strategy: Enabling (facilities provided for support groups). 


Outcome: About 80% of participants acknowledge the society's help in 
their rehabilitation. 


—————,,_ oe | ee | 


Empowering 
Story 160 E Comprehensive health education methods 


Innovations to promote learning for health include the use of radio, 
television, films, audio and video cassettes, Community theatre and local 
entrepreneurial initiatives. The promotion of learning for health can be 
a complex, multisectoral network of activities that complement health 
education in formal and informal educational environments and also act 
independently to disseminate health information. 
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One such programme has been organized by the Zimbabwe Associa- 
tion for Community Theatre (ZACT) which undertakes health promo- 
tion, particularly an AIDS campaign, through drama. ZACT also works 
in schools, putting on performances with health promotion messages. 
ZACT’s method of working is to find out what issues a community faces, 
analyse those issues and write them into a script, perform the plays in 
villages and hold discussions after each performance. Discussion is pro- 
voked by questions about the play itself, and about the problems and 
solutions presented in it. 

In Kenya, Theatre for Development is a new primary school project 
for the communication of health messages. Those involved include the 
Kenya Institute of Education, the Kenya Broadcasting Corporation 
(KBC) and the Ministries of Education, Information and Health. In 
some instances “folk media” are used, including traditional dance. 
Radio programmes have been produced in several Kenyan languages, 
such as Luo and Luhiya. These are discussed in schools by “radio listen- 
ing clubs” which also use audio cassettes of the programmes. Many of the 
radio programmes were evaluated by UNICEF in 1989. KBC has also 
provided video cassettes of television programmes on health to polytech- 
nics and teacher training colleges. Other videos have been prepared to 
train trainers. However, the main thrust has been through radio pro- 
grammes and audio cassettes because they are cheaper to produce and 
distribute. 


eee Te 


Problem: The lack of relevant health information. 


Solution: | Health education complemented through formal and informal 
support. 


Strategy: Building alliances (between official and unofficial bodies). 


Outcome: Improved relevance of health knowledge. 


Political commitment, advocacy, alliances 


Story 161 Ml Consumer group action against pollution in the 
Republic of Korea 


In the Republic of Korea, a consumer organization protested against a 
giant industrial company which was polluting a river with phenol. Public 
campaigns were organized, including a boycott of the company s prod- 
ucts. The company made a public apology and changed its manufactur- 
ing process. The consumer group has taken similar action on a number 


of issues, such as the use of plastic bags. 
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Problem: A powerful industrial company was polluting a river. 


Solution: A consumer movement organized public campaigns and 
boycotted the company’s products. 


Strategy: Mobilizing (the general public). 


Outcomes: ¢ The company apologized for pollution and stopped polluting 
the river with phenol. 
e Success encouraged consumer movement to tackle other 
problems. 


Story 162 W Anti-tobacco coalition in 18 countries 


The Fundacion Salud Public (FSP) is an anti-tobacco coalition that 
began in Argentina and has spread as a network to 18 countries of Latin 
America and the Caribbean. 

The FSP seeks to confront the efforts of the tobacco industry to find 
new markets in the developing world. Before the FSP took coordinated 
action, the anti-tobacco lobby had little influence in Argentina. But then 
medical, social and community organizations created a coalition struc- 
tured to promote community action, lobby against the tobacco industry 
and host the Eighth World Conference on Smoking and Health. Later, 
the Latin American Coordinating Committee Against Smoking 
(LACCAS) was formed. Representatives of the 18 countries meet annu- 
ally, share planning and programme goals, publish a quarterly news- 
letter and apply joint political pressure to restrict the tobacco industry 
from increasing sales and advertising in Latin America. 


eee 


Problem: Individual countries and NGOs in Latin America and the 
Caribbean were ill-prepared to take on the tobacco industry. 


Solution: 18 countries developed a collaborative, pro-active response to 
counter the influence of the tobacco lobby. 


Strategies: e Advocacy (for legislation against the marketing and sale of 
tobacco products). 

Building alliances (among NGOs within and between various 
countries). 

e Empowering (of NGOs to confront a major industry). 
Mobilizing resources (through networking). 

Policy development (for example, LACCAS successfully 
influenced the Thai government to oppose tobacco industry 
pressure to begin cigar advertising). 
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Conclusions 


This section describes some important approaches to social support and 
care. 


e Awareness building involves drawing attention to existing problems, 
providing facts and figures as a basis for action and involving people in 
finding solutions. 


e Encouraging self-help means stimulating people to determine their 
own future and raising their self-esteem. 


e Community mobilization requires people’s active participation in 
diagnosing, planning, mobilizing and evaluating. Local resources are 
used, and there is a free flow of help, support, advice and information. 


e Building alliances and networking can take place on many levels: 
among individuals (selfhelp), within the community, in informal 
groups, between communities, between national groups and auth- 
orities, and with international agencies that have common interests. 


e Empowering and enabling individuals involve providing education, 
imparting information, giving training in skills, providing resources, 
allowing people to make decisions and respecting their contributions. 


© Political commitment implies advocating, creating political will, taking 
decisions to address issues, solve problems and allocate the required 
resources. 


e Mobilizing support may refer to material, financial, emotional or legal 
help for solving problems. 
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steps for action 


CHAPTER 12 
From analysis to action 


As the Sundsvall Statement (Annex 3) notes, supportive environments 
include the places where people live, work and play. Supportive environ- 
ments include the framework that determines access to resources for 
living and opportunities for empowerment. Thus actions to create 
supportive environments have physical, social, spiritual, economic and 
political dimensions, all of them interlinked. 

Part 1 presented some stories about efforts to create supportive 
environments. From the experiences in these stories were derived seven 
main public health action strategies which were summarized in the 
health promotion strategy analysis model (HELPSAM) (see page 22). 

HELPSAM provides a structure for analysing experiences in creating 
supportive environments. It is an analytical tool for clarifying which 
strategies or other elements are essential for action. It provides an 
overview of combinations of different strategies. In Part 1, HELPSAM 
was used mainly for analysis; however, it can also function as a checklist 
in health planning. For every strategy option HELPSAM invites the 
activist, administrator or health planner to answer the questions “how?” 
(approaches, procedures and tools), “who?” (actors), “for whom?” 
(target groups), “where?” (levels/arena), and “to what end?” (expected 


outcomes). 


Obstacles to be overcome 


Part 1 discussed obstacles to the creation of supportive environments for 
health. There may be, for instance, a gap between people’s needs and 
available resources. Or there may be institutional weaknesses and 
financial constraints. Other obstacles may be psychological, social, 


economic or technical. 


e Psychological obstacles can be overcome by commitment, belief in 
ideals, motivation and participation. Self-confidence and self-reliance 
are added forces that break down psychological barriers. 

© Social obstacles can be overcome by an organization that is cohesive 
and draws strength from a strong commitment to social justice and 


equity. 


e Economic obstacles can be overcome by identifying local resources 
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and mobilizing them effectively. Savings, lobbying for funds and 
adopting strategies and technologies that reduce costs are other ways 
of making economic gains. 

e Technical obstacles can be overcome by seeking expert advice, under- 
going training, using locally appropriate technology and conducting 
research to make technology compatible with local needs and 
resources. 3 


At local level, organized groups of people can to a great extent overcome 
these obstacles, provided the political and social climate allows. 


We can do it! 


The stories in this book were selected from among over 1000 stories 
contributed by participants at the Sundsvall conference. They can give 
us some insights into how supportive environments are built. 

If we take a look at what lies behind the stories, several common 
factors emerge. Successful projects need a balance between formal 
knowledge and insight gained from experience. Other important ele- 
ments are the need to keep people well informed, the need for innova- 
tion, the leadership that dedicated individuals can give, the integration 
of actions into everyday situations, and training that emphasizes practi- 
cal skills. This does not represent a definitive guide to conducting suc- 
cessful health promotion. But since these factors are revealed in stories 
from all over the world, they should contain some hints that are worth 
considering in new projects. 

The stories demonstrate that one has to work in a planned strategic 
way using a wide range of different approaches. Social and political 
processes are important to improvement of health in the community. 
Physicians and other health care staff have strongly advocated these 
strategies for a long time. 

The main message of this book cannot be over-emphasized. The 
single most encouraging insight to be derived from the stories is that if 
something has already been done once it can be done again. Human 
beings have managed to make environments more supportive of health. 
This has been demonstrated again and again by experiences down 
through the ages and from across the globe. There is hope for human 
beings who long for better conditions. Evidence teaches us that there is 
an enormous — and largely untapped — potential in the accumulated 
experience of empowered human beings, not least on the local level 
where people can most easily become actively involved. 

The conclusions drawn from the stories are strikingly similar. They 
can serve as directions for action. The similarities between developing 
and developed countries are generally found in the approaches that can 
be used. The stories also tell us that the differences between low-income 
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countries and industrialized countries are huge in terms of the kind and 
extent of problems encountered. 

The material in this handbook thus supports the new public health 
approach — people-based, multisectoral, aimed at preventing disease 
and promoting health — and establishes its methods as the accepted 
norm of practice. 


The supportive environments action model 


Many processes involve identifying a problem, reflecting on strategies 
and acting to solve the problem. For health promotion this sequence has 
been described in terms of several different models. Here some of these 
models are synthesized as the supportive environments action model 
(SESAME). Whereas HELPSAM is used for describing, analysing and 
explaining a situation, SESAME (Fig. 3) facilitates action. HELPSAM 
and SESAME are complementary, not mutually exclusive or inter- 
changeable. In fact, each of the eight steps of SESAME could theoreti- 
cally be followed in implementing each of the strategies in HELPSAM. 


Design implementation 
and mobilize resources 


4. 
3: 
Set targets 
Develop strategies 
Plan evaluation 
5. Implement creation 
of supportive 
environments 
2. Build alliances 
6. Create 
maintenance 
structures 
1. Identify needs 
and problems ` 
7. ( 
8. Monitor and evaluate 
eRenew 
eReinforce 
eReorient WHO 95071 


Fig. 3. The supportive environments action model 


171 


CREATING SUPPORTIVE ENVIRONMENTS FOR HEALTH 


SESAME can be seen as a spiral model based on an orderly progres- 
sion of steps in a time sequence. The model is open-ended so that the 
outcome can be assessed for future relevance. Some steps (such as 
setting targets, developing strategy and planning evaluation) have been 
combined in one item rather than separated because they should be 
carried out at about the same time. SESAME is based on participation by 
communities and individuals from the very first step. 

In order to make the model easier to understand, the different steps 
are first described in general terms and then exemplified by following a 
hypothetical project through the various stages of the SESAME model. 


1. Identify needs and problems 


This is usually done on the basis of information obtained from epide- 
miological data, though it can also be based on a political agenda or 
general experience in the community. 


Example 


Tobacco is the main crop in a developing country that suffers from 
extreme food shortages. Arable land is used to grow tobacco instead of 
food. Furthermore, scarce trees are felled for firewood to dry the to- 
bacco, leading to soil erosion, further shortages of firewood and environ- 
mental degradation. A programme is set up to combat the problem. 


2. Build alliances 


This means identifying and contacting potential partners, developing a 
shared agenda and clarifying the division of roles and labour among 
those involved. 


Example 


Alliances can be built by identifying potential partners, defining a mu- 
tual agreement or forming a network to develop a shared agenda for 
improving the food situation. Network partners might be found, for 
instance, within the education system, local government, transportation 
system and trade unions, or among farmers, crop developers, wholesal- 
ers and retailers in the food chain, and consumer groups. 


3. Set targets, develop strategies, plan evaluation 


Although targets are often set at an earlier stage, the SESAME model 
tries to take advantage of the experience of all participants and involve 
them in initial targetsetting. Many of the stories confirm that this 
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approach facilitates implementation and can even strengthen the com- 
mitment of participants to fulfilling the goals. The targets may vary and 
may focus on overall effect, direction, the process itself, or on structural 
change. The task of developing strategies cannot be separated from that 
of formulating targets. At this stage, monitoring and evaluation activities 
should be planned and sufficient resources allocated for them. Planning 
the evaluation might involve designing a pilot project to assess the 
impact of the activities in a limited geographical area. The evaluation 
plan should be designed to take into account both the process and how 
best to obtain data. Evaluation can be internal, external or a combina- 
tion of both. 


Example 


Targets might be to increase the variety of crops or to improve access to 
food, especially among disadvantaged groups in the community, with 
the purpose of improving nutritional status. Strategies might include 
approaching local farmers and finding incentives to induce them to 
grow crops other than tobacco. Evaluation of the plan should address 
how to secure data on the actual number of farmers engaged in tobacco 
production, as well as an assessment of present tobacco acreage. 


4. Design implementation and mobilize resources 


This involves planning activities, finding partners and mobilizing 
financial and other resources to carry out the programme, project or 
other planned activity. As organizations and people become interested 
and involved in the activity, it is likely to attract funding and other 
resources. By pooling these resources, implementation can be made 
more effective. This in turn gives added credibility which can make this 
a strategic time to give the programme more visibility. 


Example 


Designing implementation might involve initiating a pilot project. This 
could assess the environmental impact of the proposed activities in a 
limited geographical area as well as the implications for agriculture. The 
experience of the pilot project could in turn be beneficial in changing 
regulations, adapting the transport system to multicropping or gaining 


support for policy changes. 


5. Implement activities 


At this stage it is important to take advantage of resources that have been 
mobilized and start initiating desired change. External awareness and 
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visibility are encouraged, which means taking prompt action without 


losing momentum. 


Example 


Implementation could entail enlisting the help of people who are pre- 
pared to change and perhaps have proved themselves in the past. Real- 
istic goals are needed for training, planting and setting up farmers’ 
cooperatives. There is a need to be flexible and open for reorientation. 


6. Create maintenance structures 


This is a transitional stage during which external support is slowly with- 
drawn and local ownership is encouraged. As such it is usually a vulner- 
able period. Developing a support system to maintain activities is of vital 
importance for long-term sustainability. This can involve the reorienting 
of existing organizations, setting up new structures, training, shaping 
opinion via media coverage, or producing newsletters or other materials. 
External professional support should still be readily available but on a 
consultancy basis. 


Example 


Before external support can be withdrawn, the aims of the partners who 
are involved, as well as existing organizations and structures, should be 
redefined as necessary in the light of changing needs. This might in- 
clude reforming long-term policy objectives in line with new directions 
in farming. It could also entail the provision of assistance to a local 
farming cooperative to help it create its own structure. There might be 
the need for education of farmers and others to explain the rationale for 
change and how to bring it about. Simple manuals could be developed 
and demand created for them. A newsletter or other source of continu- 
ous updated information about activities ensures information exchange 
and builds a sense of purpose, loyalty and satisfaction. The project team 
should be available to give assistance as consultants if necessary. 


7. Monitor and evaluate 


In many programmes, a mechanism for continuous assessment of 
progress is built into the activities. It is crucial that this is done in a 
systematic way. Often the demands for evaluation from different parties 
may be unrealistic. It is therefore important to distinguish between 
evaluation of research and development programmes, and evaluation of 
health action programmes without a research component. Demands on 
research and development programmes are higher in pilot projects. For 
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other projects, much less costly evaluation models can be used. Advance 
agreements about requirements and areas of responsibility can facilitate 
this process. i 


Example 


The evaluation can be based on the targets described in stage 3. Was 
crop variety increased? Did access to food improve, in particular for 
disadvantaged groups? Are there any signs of change in the nutritional 
status of the people? Has policy changed? How were different obstacles 
dealt with? 


8. Renew, reinforce, reorient 


Assessment and evaluation should be the basis for development and 
improvement of future activities. This can involve renewing, reinforcing 
and even reorienting an action programme. This is a dynamic and 
potentially repeatable process in all types of programmes. It is a charac- 
teristic of health promotion in particular. 


Example 


Here the task might be to increase pressure on policy-makers to decrease 
tobacco cultivation, to reorient the programme because planting certain 
alternative crops did not work, or to offer continued training to improve 
knowledge and overcome obstacles. 


Involving men and women 


Traditionally men make most planning decisions involving health pro- 
motion, including allocating resources and determining who should 
benefit from activities. However, it is often women who carry out the 
health promotion activities. There is a need to recognize and use 
women’s skills and knowledge in all sectors, including policy-making and 
the economy, to develop a more positive infrastructure for supportive 
environments. Women should have a much stronger voice in the devel- 
opment of health promotion policies and structures. A checklist can be 


useful for project planning. Questions to ask include: 


e What are the roles of men and women? 
e What is the division of labour between men and women? 
o In their different roles, do men and women have equitable access to 


land, labour, savings/credit, skills and technology? 
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CHAPTER 13 
Make your own handbook 


This handbook has tried to show that people can make a difference 
in creating favourable conditions for health. But change cannot be 
brought about without active commitment. Each community has its own 
cultural norms and its own way of defining problems. The lessons of this 
book have to be adapted to local settings. People in different countries 
can compile national versions of this handbook based on specific local 
conditions and needs. Annex 4 contains advice on how to set up a 
national resource database for supportive environments. 

If this handbook is a toolbox, the stories are the tools. They can help 
counteract ignorance, intolerance, fear and hopelessness. They can 
spark courage, cooperation, faith and joy. The stories may help readers 
to think about their community’s problems in a new way. Or they may 
show readers that others have the same problems and that solutions are 
possible. 

Similarly, a reader may help to inspire others by recounting stories 
from his or her community. In the process of developing handbooks and 
creating supportive environments for health, the resource centre of the 
Sundsvall conference is available as an international clearing-house for 
collecting and exchanging experiences worldwide. 

You are invited to share your experiences with others. Use the form 
on pages 177-182 when sending in stories. It is particularly important to 
highlight the main strategies used, because strategies can be adapted to 
a wide variety of settings. Each of us — policy-makers, administrators, 
school personnel, parents, students and community leaders — has an 
important role to play in creating supportive environments for health. 
The time to begin is now. 
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Share your experiences 


Please type or use block letters 


A. Title of project/experience/activity 


ore Separate project 
fee The project is part of a larger programme/activity, namely 
Planned project ...... Project in progress ...... Completed project ..... 


Suet > Se. ee - oy eee 
I i a ee ei a 
Posse i COde ..... . ete aes ea. Country. . > eee 
Tel iieeding country and-area Code) ......-........2.. EENE; 
Tela A Uding country and area code) -............ 7 Ti damn mn 
_ e S ee 
C. Project leader (if different from the above) ........... s ssaa rere reese 
en e.g es Ee 
Pw EE ge ss ss 
Pomme IO Code... ..... 5. .be sean: ity, Country sr eae 
Tel ang country and area code) i... o... teen aan 
Teleiax (including country and area Code... .....~. ee eee eee ees 
| NN aa 
D. Contact person (if different from either of the above. ea opener es 

Mono 0 | er ss 0 |v Sete ae 
Su cp! | ee es? * 
Peer D COdeG ..... 1. eave a ae City, County .. 2 peer ee <> 
Tel. (including country and area CEC 3) a >) Oe 


Telefax (including country and area | | i o e aie 
(EE ee EKG ican 


E. Collaborative partner(s) (Note: If there are several, continue on a separate 
peo o apelin = 


Pasian 2 COde.......»-ssa hese 
Tel. (including country and area cc: eer os Sl ae 
Telefax (including country and area Oo) i eae 
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Twenty questions about projects on creating supportive 
environments for health 


1. Abstract 
Briefly (maximum 15 lines) describe the project. 
(Cover key information on questions 2 to 20, i.e. aim/olyective, how the project 
was carried out [method of implementation], where and by whom, results and 
experiences, conclusion and recommendations for the future.) 


2. Start 

Project amie (year, month)? sacar a ees coc wc « a-ak a 
3. End 

(Scheduled) time of completion? Geammonth).........., 


4. Locality and setting(s) 
Where (i.e. county, municipality or part thereof) and in which set- 
tings (school(s), workplace(s) etc.) was the project carried out? 


5. Aims 


6. Goals and objectives 
What goals and objectives did the project have in terms of its ap- 
proach, and in terms of its effects? 


Me ater io) tL SS ae OU oS oo Ut ee a EEC tp aw pa eo nn 


. Equity focus 


MAKE YOUR OWN HANDBOOK 


. Target groups 


Which groups were targeted by the project? 
(a) Directly approached (e.g. agents, teachers): 


(a) Was the project explicity directed towards 


increasing equity in health? YES NO 
(b) If yes, was it in terms of: 
groups (social, ethnic)? YES NO 
geographical areas? YES NO 
sex (men and women)? 1 YES NO 
Comments: 


. Initiative 


Who/which organizations initiated the project/ activity? 


10. Funding 


Li, 


(a) What basic financing was available for the project? From where? 


Strategies | 
Which strategies were chosen to carry out the project and realize the 


goals? 

(Several strategies may be specified.) 
Developing/ strengthening public policy (e.g. a ban on smoking 
in the state) by: 
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Developing new laws and regulations (e.g. rules banning smoking 
in the workplace) by: 


| Reorienting organizations (e.g. by creating a local public health 
council) by: 


“Advocating and channelling health interests (e.g. by participating 


in welfare planning and community development) by: 


Collaborating and building new alliances (e.g. bringing together 
various interested parties) by: 


Enabling people to change (e.g. changing menu in the lunch 
canteen, offering exercise during working hours) by: 


Mobilizing/empowering (e.g. advocating increased direct local 
influence by people in the area) by: 


12. Implementation — means and methods 


13. 


14. 


What are the main means used to carry out the project? 
(Several means may be specified.) 


Education/ training Community work 
Information 

Direct lobbying of decision-makers and other key persons 
Other (specify) 


et LOS N O. OS ee e a a a N n a 


Monitoring 
What type of continuous monitoring is being done/was done during 
the project implementation period? 
Evaluation 
(a) Completed projects: Has the whole project (or parts of it) been 
evaluated? 
YES LINO 
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16. 


17. 


18. 
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(b) Project in progress: Has the whole project (or parts of it) been 


evaluated? 
YES: O NO 
(c) Planned projects: Is any evaluation planned? 
YES O NO 


(d) If yes, briefly describe how the evaluation has been done/is 
planned and specify any evaluation documentation. 


Impact 

(a) What were the short-term results? (for terminated projects) 

(b) What impact has the project had so far? (for projects in 
progress) 


Outcome 
What has been the main long-term outcome? 


M ae an Cee E a a E a ee gece = o E 
5 Ga E e ea ee i ee), EEEE SAARE S a E oe 


Obstacles and solutions 

(a) What were the major obstacles/ constraints? 
(b) Have they been overcome and, if so, how? 
(c) If problems remain, what are they? 


ls oa 0 ocola o 6D a E E E O 2 a aaa 


ee ce 8 ee a eer re e o 


Maintenance 
What has been done since the project was implemented to ensure 


that the activities will continue in the future? 
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19. Conclusions for the future 
What are the most important conclusions in terms of learning 
for the future regarding how to renew, reinforce, or reorient the 
activities? 


20. Documentation 
Please list reports, memos, and other documentation of the project/ 


activities (including media coverage, newspaper articles, videos, 
ete.) 


below: 


Thank you for your contribution. 

This questionnaire should be sent to: 

WHO Collaborating Centre 

Karolinska Centre on Supportive Environments for Health 
Department of International Health and Social Medicine 
Unit of Social Medicine 

S-172 83 SUNDBYBERG 

Sweden 

Fax: ++46 8 28 95 00 
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Suggested further reading 


A call for action: promoting health in developing countries. Summary report of the 
Working Group on Health Promotion in Developing Countries, Geneva, 9-13 
October 1989. Geneva, World Health Organization, 1989 (unpublished 
document WHO/HEP/90.1; available on request from Division of 
Health Promotion, Education and Communication, World Health Or- 
ganization, 1211 Geneva 27, Switzerland). 


Action for a common future. Oslo, Ministry of Environment, 1990. 


Environmental perspectives to the year 2000 and beyond. Nairobi, United 
Nations Environment Programme, 1989. 


European charter on environment and health. First European Conference on 
Environment and Health, Frankfurt, Germany, 7-8 December 1989. Copenha- 
gen, WHO Regional Office for Europe, 1990. 


Final report: World Conference on Education for All: Meeting Basic Learning 
Needs, Jomtien, Thailand, 5-9 March 1990. New York, Inter-agency Com- 
mission, 1990. 


From Alma-Ata to the year 2000 — reflections at the midpoint. Geneva, World 
Health Organization, 1988. 


Healthy public policy: Adelaide recommendations. Conference statement of the 
Second International Conference on Health Promotion, Adelaide, Australia, 5—9 
April 1988. Geneva, World Health Organization, 1995 (unpublished 
document WHO /HPR/HEP/95.2; available on request from Division of 
Health Promotion, Education and Communication, World Health Or- 
ganization, 1211 Geneva 27, Switzerland). 
Kickbusch I. Good planets are hard to find. Copenhagen, FADL, 1989 
(WHO Healthy Cities Papers, No. 5). 

Manifesto for safe communities. Safety — a universal concern and responsibility 
for all. Stockholm, Karolinska Institute, 1989. 
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Ottawa charter on health promotion. Health promotion, 1986, 1:iii-v. 


Primary health care: report of the International Conference on Primary Health 
Care, Alma-Ata, USSR, 6-12 September 1978. Geneva, World Health Or- 
ganization, 1978 (“Health for all” Series, No. Ly. 


Supportive environments for health: Sundsvall statement. Geneva, World 
Health Organization, 1995 (unpublished document WHO/HPR/HEP/ 
95.3; available on request from Division of Health Promotion, Education 
and Communication, World Health Organization, 1211 Geneva 27, 
Switzerland). 


Targets for health for all. The health policy for Europe: summary of the updated 
edition. Copenhagen, WHO Regional Office for Europe, 1991. 


World Commission on Environment and Development. Our common 
future. Oxford, Oxford University Press, 1987. 
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ANNEX 1 


List of stories 


Story 1 
Story 2 
Story 3 
Story 4 
Story 5 
Story 6 
Story 7 
Story & 
Story 9 
Story 10 
Story 11 
Story 12 
Story 13 
Story 14 
Story 15 


Story 16 
Story 17 
Story 18 
Story 19 
Story 20 
Story 21 
Story 22 
Story 23 
Story 24 
Story 25 
Story 26 
Story 27 
Story 28 
Story 29 
Story 30 
Story 31 
Story 32 
Story 33 
Story 34 
Story 35 


Food security is making your own food 

Norwegian food policy changes eating habits 

Large public health gains from tobacco tax 

State and business unite behind healthier food laws 
Hard-hitting anti-smoking campaign shows progress 
Can workers regain control and improve health? 

From health care to health promotion 

Future-oriented technology makes sustainable profits 
Equal pay and a say for women in a Swedish garment industry 
Loans for the poor 

Disaster victims helped by state-volunteer collaboration 
Schoolchildren popularize health 

People solve their own problems 

Scientific farmers reap bigger harvests 

Local skills harnessed to tackle housing and environmental 
problems 

Youth farm project 

Music movement empowers marginalized people 
Empowerment dispels humiliation 

Community involvement in an aid programme 

An injury to one is an injury to all 

Education spearheads development in a Chinese village 
Global telecom project for adolescents 

Forming youth health action clubs in Kenya 

World Health Day celebrated in Costa Rica 

Village health workshops in Sudan 

Local food cooperatives set up in Scotland 

Role of traditional healers highlighted in Swaziland 

In Mexico, women stress social causes of disease 
Children in Indonesia teach parents about diarrhoea 
Swedish study circle changed workplace environment 
Anti-smoking video targets young women in Canada 
Non-formal education leads the way in Indonesia 
Health on the school curriculum in Kenya 

Rainwear improved school attendance in Chile 
Tackling inequities through legislation 
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Story 36 
Story 37 
Story 38 
Story 39 
Story 40 
Story 41 
Story 42 
Story 43 
Story 44 
Story 45 
Story 46 
Story 47 
Story 48 
Story 49 
Story 50 
Story 51 
Story 52 
Story 53 
Story 54 
Story 55 


Story 56 
Story 5 

Story 58 
Story 59 
Story 60 
Story 61 
Story 62 
Story 63 
Story 64 
Story 65 
Story 66 
Story 67 
Story 68 
Story 69 
Story 70 


Story 71 
Story 72 
Story 73 


Story 74 
Story 75 


Poor children in the USA get a head start 

Rotary sponsors literacy effort in India 

Home schools offer alternatives in Pakistan 

Innovative literacy project in Canada 

Lifelong learning 

Worker training in Mexico 

New learning directions in Colombia and Canada 

The European “Health-Promoting Schools” programme 
Aboriginal syllabus introduced in Australia 

Popular school heart and mind health programme 

Zambian children recognized as peer educators 

Success of a Norwegian child environment club 
Multidisciplinary health education in Belgrade, Yugoslavia 
Joint advocacy role of 3000 health organizations in India 
Children as agents of change 

Environmental forums lobby politicians in Norway 

Regional WHO conference highlighted food policy needs 
Policy change in China improved food production 
Ethiopian food policy 

Multilevel campaign against heart disease in the United 
Kingdom 

Transportation support saved large crop in Zambia 

Women struggle against drought in the Gambia 
Far-reaching land reform in the United Republic of Tanzania 
Resettlement scheme works in Zambia 

Soya bean gains acceptance in Zambia 

Food changes reduced malnutrition in Bolivia 

“Fitburgers” replace “fatburgers” in Germany 

Contests to stimulate healthier eating 

Contest boosted sales of low-fat milk, cut heart disease 
Students run health canteen 

Healthier canteen food in the Netherlands 

Dietitian initiative hastened labelling in the Netherlands 

A green keyhole means healthy food in Sweden 

Booklet targets low-income workers 

Maternal food supplements improve birth weight in the 
Gambia 

Networking for improved health of pregnant women in 
Canada 

The Philippines adopts breast-feeding code after women’s 
protest 

Elderly people become “nutrition neighbours” in Canada 
Subsidized healthy food by air in Canada 

Gardening project improves the situation of women in 


Zambia 
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Story 
Story 
Story 
Story 79 
Story 80 
Story &1 


Story 82 
Story 83 
Story 84 
Story 85 
Story 86 


Story 87 
Story 88 
Story 89 
Story 90 
Story 91 
Story 92 
Story 93 
Story 94 
Story 95 
Story 96 
Story 97 
Story 98 
Story 99 
Story 100 


Story 101 
Story 102 
Story 103 
Story 104 
Story 105 


Story 106 
Story 107 
Story 108 
Story 109 
Story 110 


Story 1 IKI 
Story 11 2 


Story 11 3 
Story 11 4 


LIST OF STORIES 


Contamination control in the Czech Republic and Slovakia 
Pesticide laws drafted in Latvia 

When the alarm goes off 

The radio educates families about food 

Gardening exhibitions improve diet in Sweden 

Indigenous communities bring about clean-up of toxic waste 
dumps 

Shantytown dwellers in Latin America improve their homes 
Bangkok slum dwellers pioneer a land-sharing plan 
Squatters in South Africa set up cooperative to build homes 
Integrating ecology, health and public participation 
“Healthy City Halle” — community initiative in the former 
German Democratic Republic 

Grass-roots resistance to upgrading process, Germany 
Public opposition to demolition in former Czechoslovakia 
Self-help in Sarawak 

Women’s building forum in Sweden 

Norwegian activities to improve indoor environment 
Making homes safer in New Zealand 

Maintenance of homes by a housing association 

A housing experiment to prevent crime in Finland 
Building an ecological neighbourhood in the Netherlands 
Safety issues in Castlemilk, Scotland 

Home for the elderly becomes focal point of a healthy village 
Networking at home in Sweden 

Local sorting of waste 

Empowerment strategy for sanitation and waste control in 
Togo . 

Exchange of waste for food in Brazil 

In Sweden, a small town won the fight to keep jobs at home 
Community mobilization in hazardous waste control 
European self-help projects against unemployment 
Solidarity boosts self-esteem and combats unemployment 
among young women 

Community self-diagnosis revealed chemical dangers 
Organizing electronics workers on health hazards 

Women won fight for new chemical standards in the USA 
Organic production of bananas in the Philippines | 
Building an occupational health centre in an industrial zone 
of Sudan l 
Supporting primary health care in the workplace in Sudan 
Health insurance schemes develop health promotion in the 


workplace 
First WHO 


Trade unions act for health 


“healthy hospital” established in Vienna 
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Story 115 


Story 116 
Story 117 
Story 118 
Story 119 
Story 120 


Story 121 
Story 122 
Story 123 
Story 124 
Story 125 
Story 126 
Story 127 
Story 128 
Story 129 
Story 130 
Story 131 
Story 132 
Story 133 
Story 134 
Story 135 


Story 136 
Story 137 
Story 138 


Story 139 
Story 140 
Story 141 
Story 142 
Story 143 
Story 144 
Story 145 
Story 146 
Story 147 
Story 148 
Story 149 
Story 150 
Story 151 
Story 152 
Story 153 
Story 154 


Story 155 


Reorganization of automobile production cuts occupational 
injuries 

Forestry workers fight for a life after 50 

Pesticides and the international cocoa workers’ network 
Supplying information as a tool of empowerment in Brazil 
Promoting better pesticide use in tobacco growing 

Centre for women’s occupational health opened in the 
United Kingdom 

Dealing with substance abuse in workplaces 

Taking steps towards better occupational health in Brazil 
Company health promotion workshop in Germany 
Training health and safety delegates in Italy 

A Swedish—Nicaraguan project to improve miners’ health 
The Los Angeles clean air programme 

Referendum for making Amsterdam a car-less city 
Complementing transport facilities in Sweden 

Village “playbus” for children in England 

Supermarket bus for the elderly in Canada 

Safety barriers prevent accidents in New Zealand 
Campaigning together in Trinidad and Tobago 

Visibility and safety 

Child car seat law passed in Israel 

Mothers lobbied successfully against drinking and driving in 
the USA 

Breweries offer alternative in Ireland 

Don’t drink and drive in Sweden 

Common keys to creating a safe community in Thailand and 
Sweden 

Taxing drivers in Singapore 

Rewarding bus use in Canada 

Recycling waste to make fuel in New Zealand 

Changing attitudes to cars in the Netherlands 
Epidemiology for change in South Africa 

“Balance sheet” on pollution in Sundsvall 

Keeping heavy traffic out of residential areas in New Zealand 
In Italy and Turkey, communities mobilize against highways 
Local groups promote health in Norway 

Sri Lanka’s Sarvodaya Shramadana Movement 

Runaway House for young people in Finland 

Reaching out to street children in Brazil 

Active parenting programme in Canada 

Voluntary home care for long-term patients in Finland 
Thai Aging Society moves bodies and minds 

Kenyan women improved village sanitation 

Consciousness training for battered women in Sweden 
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Story 156 
Story 157 
Story 158 
Story 159 
Story 160 
Story 161 


Story 162 


LIST OF STORIES 


Sex workers as educators in Norway 

Indian women get together to combat alcohol problems 
Danish self-help groups for people in crisis 

New self-help movement for alcohol abusers in Finland 
Comprehensive health education methods 

Consumer group action against pollution in the Republic of 
Korea 

Anti-tobacco coalition in 18 countries 


If you would like to have more information on any of the stories in this 
handbook, a complete list of references may be obtained by writing to 
the address on page 182. 
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ANNEX 2 
Key concepts in community action for health 


Community development 


The process of involving a community in the identification and rein- 
forcement of those aspects of everyday life, culture and political activity 
that are conducive to health. This may include support for political 
action to modify the total environment and strengthen resources for 
healthy living, as well as reinforcement of social networks and social 
support within a community and development of the material resources 
available to the community. 


Economic environment 


Economic factors beyond the immediate control of individuals that 
affect health and healthy lifestyles. 


Physical environment 


The physical, chemical and biological factors within home, neighbour- 
hood and workplace that affect health and that are beyond the immedi- 
ate control of the individual. Among the most important factors are air 
and water quality, noise, management of waste (domestic, industrial, 
hazardous, toxic), other sources of harmful substances (such as heavy 
metals and persistent chemicals), radiation, housing and other build- 
ings, Open spaces, natural or wild areas and global factors (such as the 
ozone layer and carbon cycle). 


Political environment 


Whether a society is open or closed politically, participative or authori- 
tarian, secular or religious, democratic or undemocratic, at peace or at 
war, the political environment significantly affects the possibilities for 
health promotion. Issues such as human rights, constitutional structures, 
the nature of political parties and other representative institutions, and 
freedom of or access to information all have a bearing on health and 
health promotion. 
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Resource environment 


The amount and availability of resources to individuals and communities 
are clearly key determinants of the extent to which health can be 
achieved. Among the resources needed to create a supportive environ- 
ment for health are: financial resources, which may be available from 
public, commercial or personal sources; infrastructure resources, which 
range from the physical infrastructure (roads, sewerage systems, etc.) to 
the legislative, regulatory and administrative infrastructure (authority, 
laws, inspectors, etc.); information resources, both formally and infor- 
mally transmitted; and personal resources, or the individual’s own skills 
and capabilities. 


Social environment 


The social environment consists of the norms, values, customs, fashions, 
habits (which might include work), prejudices and beliefs of a society. 
These factors vary enormously from society to society but in each society 
their profile will be more or less supportive of health. They are modu- 
lated through the mass media, thus emphasizing the role played by the 
means of communication in creating supportive environments for 
health. The elements of the social environment are institutionalized in 
the family, the community (which may be defined ethnically as well as 
geographically) and the country. 


Total environment 


All identifiable factors of the economic, physical, political, resource and 
social environments that may determine and influence the health of 


individuals or groups. 


Health 


In the context of health promotion, health is seen as the ability of an 
individual to achieve his or her potential and to respond positively to the 
challenges of the environment. It is a resource for everyday life and not 
the object of living; it is a positive concept emphasizing social and 
personal resources as well as physical capabilities. 

The basic resources for health are income, shelter and food. Health 
requires a solid foundation in these, but improvement in health will not 
happen unless other elements are present too, such as: information and 
basic skills; a supportive environment that provides opportunites for 
making health choices among goods, services and facilities; and econ- 
omic, social and physical conditions that enhance health. ie 

This fundamental link between people and their environment is the 
basis for a socio-ecological concept of health that is central to health 
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promotion. Such a view emphasizes the interaction between individuals 
and their environment and the need to achieve some form of dynamic 


balance between the two. 


Health literacy 


Health literacy is a vital life skill. It is the ability to make informed 
decisions about one’s health on the basis of an understanding of all the 
issues involved and the ability to act in accordance with these decisions. 
As such, it is the foundation for individual and community health devel- 
opment and self-sufficiency. Health literacy requires oral and written 
communication and the ability to solve scientific and social problems 
related to health and disease. 


Health policy 


A formal statement or procedure within institutions (including govern- 
ment) that gives priority to health or that recognizes health goals. 
Health policy involves health services and other sectors — such as agri- 
culture, energy, transport, industry, trade, aid, social welfare, environ- 
ment, education and science — that may influence health. 


Living conditions 


The standard of housing and material resources in the physical environ- 
ment in which an individual lives. Differences in living conditions usually 
reflect a wide range of inequalities between different socioeconomic 
groups within societies. The overall impact of living conditions on health 
is sometimes difficult to untangle from the combined influence of indi- 
vidual lifestyles and social and cultural norms. 


New public health 


Professional and public concern with the effect of the total environment 
on health. The term builds on the old (especially 19th century) concept 
of public health which struggled to tackle health hazards in the physical 
environment (e.g. by building sewers). New public health includes con- 
cern for the socioeconomic environment (e.g. high employment). 


Positive health 


A state of health beyond an asymptomatic state. Positive health usually 
includes the concepts of quality of life and human potential. Notions of 
positive health may include self-fulfilment, vitality for living and cre- 
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ativity. Positive hea is concer x Ce s 
j lth is concerned with thriving rather than merely 


coping. 


Quality of life 


The perception of individuals or groups that their needs are being 
satisfied and that they are not being denied opportunities to achieve 
happiness and fulfilment. 


Self-empowerment 


The achievement of personal autonomy through the development and 
use of life skills. 


Social inequality 


The existence of unequal opportunities and rewards for different social 
positions or statuses within a group or society. In relation to health, this 
term often refers to the unequal influence on health of the different 
social positions or statuses. The fundamental aim of Health for All is 
to reduce inequalities in health both between countries and within 
countries. 


Social movement (popular movement) 


Various forms of collective action by a group of individuals aimed at 
social reorganization. In general, social movements are not institutional- 
ized but arise from spontaneous social action directed at specific or 
widespread grievances. 


Sustainable development 


A process of change in which the exploitation of resources, the direction 
of investments, the orientation of technological development, and insti- 
tutional change are all in harmony and enhance both current and future 
potential to meet human needs and aspirations. 
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ANNEX 3 


The Sundsvall statement on supportive 
environments for health’ 


The Third International Conference on Health Promotion: Supportive 
Environments for Health — the Sundsvall Conference — fits into a 
sequence of events which began with the commitment of WHO to the 
goal of Health For All (1977). This was followed by the UNICEF/WHO 
International Conference on Primary Health Care, in Alma-Ata (1978), 
and the First International Conference on Health Promotion in Industri- 
alized Countries, in Ottawa (1986). Subsequent meetings on Healthy 
Public Policy, in Adelaide (1988) and a Call for Action: Health Promotion 
in Developing Countries, in Geneva (1989) have further clarified the 
relevance and meaning of health promotion. In parallel with these devel- 
opments in the health arena, public concern over threats to the global 
environment has grown dramatically. This was clearly expressed by the 
World Commission on Environment and Development in its report Our 
Common Future, which provided a new understanding of the imperative 
of sustainable development. 


The Third International Conference on Health Promotion: Supportive 
Environments for Health — the first global conference on health pro- 
motion, with participants from 81 countries — calls upon people in all 
parts of the world to engage actively in making environments more 
supportive to health. Examining today’s health and environmental is- 
sues together, the Conference pointed out that millions of people are 
living in extreme poverty and deprivation in an increasingly degraded 
environment that threatens their health, making the goal of Health For 
All by the Year 2000 extremely hard to achieve. The way forward lies in 
making the environment — the physical environment, the social and 
economic environment, and the political environment — supportive to 
health rather than damaging to it. 

The Sundsvall Conference identified many examples and approaches 
for creating supportive environments that can be used by policy-makers, 
decision-makers and community activists in the health and environment 


' See footnote, page 33. 
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sectors. The Conference recognized that everyone has a role in creating 
supportive environments for health. y 


A call for action 


This call for action is directed towards policy-makers and decision- 
makers in all relevant sectors and at all levels. Advocates and activists for 
health, environment and social justice are urged to form a broad alli- 
ance towards the common goal of health for all. We Conference partici- 
pants have pledged to take this message back to our communities, 
countries and governments to initiate action. We also call upon the 
organizations of the United Nations system to strengthen their coopera- 
tion and to challenge each other to be truly committed to sustainable 
development and equity. 

A supportive environment is of paramount importance for health. 
The two are interdependent and inseparable. We urge that the achieve- 
ment of both be made central objectives in the setting of priorities for 
development, and be given precedence in resolving competing interests 
in the everyday management of government policies. 

Inequities are reflected in a widening gap in health both within our 
nations and between rich and poor countries. This is unacceptable. 
Action to achieve social justice in health is urgently needed. Millions of 
people are living in extreme poverty and deprivation in an increasingly 
degraded environment in both urban and rural areas. An unforeseen 
and alarming number of people suffer from the tragic consequences of 
armed conflicts for health and welfare. Rapid population growth is a 
major threat to sustainable development. People must survive without 
clean water or adequate food, shelter and sanitation. 

Poverty frustrates people's ambitions and their dreams of building a 
better future, while limited access to political structures undermines the 
basis for selfdetermination. For many, education is unavailable or insuf- 
ficient, or, in its present forms, fails to enable and empower. Millions of 
children lack access to basic education and have little hope of a better 
future. Women, the majority of the world’s population, are still op- 
pressed. They are sexually exploited and suffer from discrimination in 
the labour market and many other areas which prevents them from 
playing a full role in creating supportive environments. 

More than a billion people worldwide have inadequate access to 
essential bhead care. Health care systems undoubtedly need to be 
strengthened. The solution to these massive problems lies in social 
action for health and the resources and creativity of individuals and their 
communities. Releasing this potential requires a fundamental change in 
the way we view our health and our environment and a clear, strong 
political commitment to sustainable health and environmental policies. 
The solutions lie beyond the traditional health system. 
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Initiatives have to come from all sectors that can contribute to the 
creation of supportive environments for health, and must be acted on 
by people in local communities, nationally by government and 
nongovernmental organizations, and globally through international or- 
ganizations. Action will involve predominantly such sectors as education, 
transport, housing and urban development, industrial production and 


agriculture. 


Dimensions of action on supportive environments for health 


In a health context the term supportive environments refers to both the 
physical and the social aspects of our surroundings. It encompasses 
where people live, their local community, their home, where they work 
and play. It also embraces the framework which determines access to 
resources for living, and opportunities for empowerment. Thus action to 
create supportive environments has many dimensions: physical, social, 
spiritual, economic and political. Each of these dimensions is inextri- 
cably linked to the others in a dynamic interaction. Action must be 
coordinated at local, regional, national and global levels to achieve 
solutions that are truly sustainable. 

The conference highlighted four aspects of supportive environ- 
ments: 


l. The social dimension, which includes the ways in which norms, cus- 
toms and social processes affect health. In many societies traditional 
social relationships are changing in ways that threaten health, for 
example, by increasing social isolation, by depriving life of a meaning- 
ful coherence and purpose, or by challenging traditional values and 
cultural heritage. 


2. The political dimension, which requires governments to guarantee 
democratic participation in decision-making and the decentralization 
of responsibilities and resources. It also requires a commitment to 
human rights, peace, anda shifting of resources from the arms race. 


3. The economic dimension, which requires a re-channelling of re- 
sources for the achievement of health for all and sustainable develop- 
ment, including the transfer of safe and reliable technology. 


4. The need to recognize and use women’s skills and knowledge in all 
sectors, including policy-making, and the economy, in order to de- 
velop a more positive infrastructure for supportive environments. 
The burden of the workload of women should be recognized and 
shared between men and women. Women’s community-based organi- 
zations must have a stronger voice in the development of health 
promotion policies and structures. 
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Proposals for action 


The Sundsvall Conference believes that proposals to implement the 
health for all strategies must reflect two basic principles: 


l. Equity must be a basic priority in creating supportive environments 
for health, releasing energy and creative power by including all hu- 
man beings in this unique endeavour. All policies that aim at sustain- 
able development must be subjected to new types of accountability 
procedures in order to achieve an equitable distribution of respon- 
sibilities and resources. All action and resource allocation must be 
based on a clear priority and commitment to the very poorest, allevi- 
ating the extra hardship borne by the marginalized, minority groups, 
and people with disabilities. The industrialized world needs to pay the 
environmental and human debt that has accumulated through ex- 
ploitation of the developing world. 


2. Public action for supportive environments for health must recognize 
the interdependence of all living beings, and must manage all natural 
resources taking into account the needs of coming generations. In- 
digenous peoples have a unique spiritual and cultural relationship 
with the physical environment that can provide valuable lessons for 
the rest of the world. It is essential therefore that indigenous peoples 
be involved in sustainable development activities and negotiations be 
conducted about their rights to land and cultural heritage. 


It can be done: strengthening social action 


A call for the creation of supportive environments is a practical proposal 
for public health action at the local level, with a focus on settings for 
health that allow for broad community involvement and control. Exam- 
ples from all parts of the world were presented at the Conference in 
relation to education, food, housing, social support and care, work and 
transport. They clearly showed that supportive environments enable 
people to expand their capabilities and develop self-reliance. Further 
details of these practical proposals are available in the Conference re- 
port and handbook. 

Using the examples presented, the Conference identified four key 
public health action strategies to promote the creation of supportive 
environments at community level. 


1. Strengthening advocacy through community action, particularly 


through groups organized by women. 


9. Enabling communities and individuals to take control over their 
health and environment through education and empowerment. 
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3. Building alliances for health and supportive environments in order to 
strengthen the cooperation between health and environmental cam- 


paigns and strategies. 


4. Mediating between conflicting interests in society in order to ensure 
equitable access to supportive environments for health. 


In summary, empowerment of people and community participation 
were seen as essential factors in a democratic health promotion ap- 
proach and the driving force for self-reliance and development. 

Participants in the Conference recognized in particular that educa- 
tion is a basic human right and a key element to bring about the 
political, economic and social changes needed to make health a possi- 
bility for all. Education should be accessible throughout life and be built 
on the principle of equity, particularly with respect to culture, social class 
and gender. 


The global perspective 


Humankind forms an integral part of the earth’s ecosystem. People’s 
health is fundamentally interlinked with the total environment. All avail- 
able information indicates that it will not be possible to sustain the 
quality of life, for human beings and all living species, without drastic 
changes in attitudes and behaviour at all levels with regard to the man- 
agement and preservation of the environment. 

Concerted action to achieve a sustainable, supportive environment 
for health is the challenge of our times. 

At the international level, large differences in per capita income lead 
to inequalities not only in access to health but also in the capacity of 
societies to improve their situation and sustain a decent quality of life for 
future generations. Migration from rural to urban areas drastically in- 
creases the number of people living in slums, with accompanying prob- 
lems including a lack of clean water and sanitation. 

Political decision-making and industrial development are too often 
based on short-term planning and economic gains, which do not take 
into account the true costs to our health and the environment. Interna- 
tional debt is seriously draining the scarce resources of the poor 
countries, Military expenditure is increasing, and war, in addition to 
causing deaths and disability, is now introducing new forms of ecological 
vandalism. 

Exploitation of the labour force, the exportation and dumping of 
hazardous waste and substances, particularly in the weaker and poorer 
nations, and the wasteful consumption of world resources all demon- 
strate that the present approach to development is in crisis. There is an 
urgent need to advance towards new ethics and global agreement based 
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on peaceful coexistence to allow for a more equitable distribution and 
utilization of the earth’s limited resources. 


Achieving global accountability 


The Sundsvall Conference calls upon the international community to 
establish new mechanisms of health and ecological accountability that 
build on the principles of sustainable health development. In practice 
this requires health and environmental impact statements for major 
policy and programme initiatives. WHO and UNEP are urged to 
strengthen their efforts to develop codes of conduct on the trade 
and marketing of substances and products harmful to health and the 
environment. 

WHO and UNEP are urged to develop guidelines based on the 
principle of sustainable development for use by Member States. All 
multilateral and bilateral donor and funding agencies such as the World 
Bank and International Monetary Fund are urged to use such guidelines 
in planning, developing and assessing development projects. Urgent 
action needs to be taken to support developing countries in developing 
their own solutions. Close collaboration with nongovernmental organi- 
zations should be ensured throughout the process. 

The Sundsvall Conference has again demonstrated that the issues of 
health, environment and human development cannot be separated. 
Development must imply improvement in the quality of life and health 
while preserving the sustainability of the environment. 

The Conference participants therefore urge the United Nations Con- 
ference on Environment and Development (UNCED), to be held in Rio 
Janeiro in 1992, to take the Sundsvall Statement into account in its 
deliberations on the Earth Charter and Agenda 21, which is to be an 
action plan leading into the 91st century. Health goals must figure 
prominently in both. Only worldwide action based on global partnership 
will ensure the future of our planet. 
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How to establish a national or local database 


Why a national/local database? 


It is good to report what activities are happening. People learn from 
experiences when reflecting on them and reporting them. Others can 
share in them and discuss them. Networks can be created of people 
dealing with the same issues, and this can help them solve problems 
together. 

The stories presented in this handbook came from participants at the 
Sundsvall conference and from some international agencies. Through a 
“call for experiences” a Sundsvall resource centre was built up, with not 
only published books and articles but also flip-charts, demonstration kits 
and other materials. 


What equipment is needed? 


A computer and a database program are necessary. Look for shareware 
programs. 


Steps for organizing a local database 


l. Create a thesaurus. All materials should be indexed according to a 
series of key-words. To develop a thesaurus, use available local 
samples and add key-words that are useful for different sectors, not 
just health. 


2. Find a librarian who is interested in health issues and identify a library 
or documentation centre. 


3. Use the form on pages 177-182 for reporting your experiences. 
Adapt the form as appropriate to suit your own situation. 


4. Collect input. Start on a small scale. Ask for reports from people you 
know. Widen the circuit by telling others and by simple newsletters. 
Use presentations at conferences and training courses. Review con- 
ference proceedings and magazines to find out who is running 
interesting projects and programmes. 


Or 


Index material by use of key-words, such as housing, community 
action, financing, setting, venue and so on. 
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6. Define accessibility of the material. Is it available by electronic mail, 
on computer diskettes or in simple printed documents? 


7. Make use of experiences. The database should be easy to reach and 
use. Publish lists of material available and demonstrate the database 
at conferences and training courses. 
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Selected WHO publications of related interest 


Price (Sw. fr)* 
Health promotion and community action for health 
in developing countries. 
H. S. Dhillon, L. Philip 
1994 (129 pages) 25.— 


Community involvement in health development: 

challenging health services. 

WHO Technical Report Series, No. 809, 1991 

(56 pages) 10.— 


Community involvement in health development: 

an examination of the critical issues. 

P. Oakley 

1989 (81 pages) 16.- 


Education for health. A manual on health education in 
primary health care. 
1988 (274 pages) 34.— 


Community participation in maternal and child health/ 

family planning programmes. 

S. B. Rifkin 

1990 (47 pages) 9.50 


Our planet, our health. Report of the WHO Commission 
on Health and Environment. 
1992 (314 pages) 45.— 


Health principles of housing. 
1989 (54 pages) 11.— 


Further information on these and other WHO publications can be obtained from Distribu- 
tion and Sales, World Health Organization, 1211 Geneva 27, Switzerland. 


ae S a, 


* Prices in developing countries are 70% of those listed here. 


The International Conference on Health Promotion, held in Sundsvall, 

Sweden, in 1991, was the first global conference to focus directly on 
the interdependence of health and the environment in all its aspects. 

Taking as its theme “Supportive environments for health”, the Conference 
concluded with a Statement calling on people in all parts of the world 
to engage actively in making environments - physical, social, economic 
and political - more supportive to health. 


Following on from the Conference, this handbook outlines the theory 
and principles on which action aimed at creating supportive environments 
must be based. Stories provided by the Sundsvall delegates are used 
to illustrate practical issues, approaches and methods, and offer a broad 
range of examples of efforts to bring about a healthier environment. 
The book is intended as a resource for health practitioners at all levels 
from community workers to policy-makers. It is hoped that it will not 
only improve communication between people in different fields but will 
also inspire readers to take innovative action. 


Price: $ 
Price in developing eouaiies: Sw.fr. 35.- 
ISBN 92 4 156180 7 


